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In writing of the symptomatic treatment of pneumonia 


in THE JouRNAL in 1921, Means and Barach * stated 


that “the hope for a true curative treatment for. . 
pneumonia undoubtedly lies in the field of specific 
therapy. . . it is our object while waiting for the 
. specific cure to consider symptomatic 
treatment in terms of morbid physiology.” 

The cases here reported are of significance not merely 
as cures of severe infections by the most recent and 
perhaps most powerful of specific antibacterial agents.” 
They are presented as instances wherein supportive 
therapy has appeared as important as the antibacterial 
in recovery from a clinical status which, although 
hitherto rarely seen in pneumonia, may oceur with 
increasing frequency as specific agents permit prolonged 
survival in the face of infectigns otherwise rapidly fatal. 
Thus it remains relevant in the management of those 
pneumonias for which specific therapy is available “to 
consider symptomatic treatment in terms of morbid 
physiology.” 

REPORT OF CASES 

Case 1.—History—A man aged 38, a painter, was admitted 
to the hospital for treatment of pneumonia and bacteremia due 
to pneumococcus type I which had failed to respond both to 
sulfonamide and to specific antiserum. 

Following bronchopneumonia at 3, the patient was free of 
respiratory symptoms until the insidious development of a right 
lateral empyema at 30. After drainage (which yielded 50 cc. 
of pus containing Staphylococcus aureus and beta hemolytic 
streptococcus and disclosed a bronchopleural fistula), clinical 
recovery was rapid. The patient remained asymptomatic until 
the present illness. 


Dr. Armstrong is Welch Fellow in Internal Medicine of the National 
Research Council. 

From the Medical Clinic, Peter mae Brigham Hospital, and the Depart- 
ment of Medicine, Harvard Medic 
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Although this illness began with a chill followed by persistent 
malaise, painless nausea and vomiting and fever as high as 
105 F., blood culture was negative and evidence of respiratory 
disease absent until the fifth day, when cough, rusty sputum 
containing type I pneumococci and signs of consolidation of 
the right upper and middle lobes appeared simultaneously with 
recovery of type I pneumococci from the blood stream. 

Immediately oral sulfamerazine * (an initial 4 Gm. and there- 
after 1 Gm. every eight hours) was administered and retained 
despite nausea. The next day the blood sulfamerazine level 
was 8.9 mg. per hundred cubic centimeters. 

Because persistent bacteremia, increasing dyspnea and weak- 
ness suggested a poor response to chemotherapy, on the seventh 
day 300,000 units of type I antipneumococcus rabbit serum was 
injected intramuscularly, without apparent improvement. 

When admitted to the hospital on the eighth day of his illness, 
the patient’s temperature was 104.5 F., pulse rate 120 and 
respiratory rate 45. He was dyspneic and dehydrated. His 
cyanosis could be improved by administration of oxygen by the 
B. L. B. mask. The trachea was deviated to the right. The 
respiratory excursion, nearly absent on the right, appeared 
generally limited by a “chicken breast” deformity of the thoracic 
cage. , 

Both physical and x-ray examinations disclosed spread of 
the pneumonia te the right lower lobe. In addition, physical 
signs suggested further spread to the left lower lobe, although 
the left lung was as yet clear to x-ray. Multiple thoracenteses, 
both at the site of the previous empyema and in the regions of 
the right interlobar fissures, yielded no pus. 

The subsequent management. charted in part in chart 1, 
may best be described under two headings: (1) bacteriologic 
course and therapy and (2) respiratory and metabolic course 
and therapy. 

Bacteriologic Course and Therapy.—Although admission blood 
culture was negative, direct sputum examination ® showed type 
I pneumococci in large numbers, and the Francis test® was 
negative. .The sulfamerazine level was 9.5 mg. per hundred 
cubic centimeters. 

In addition to an immediate 2.5 Gm. of sodium sulfadiazine, 
the patient received 450,000 units of type I antipneumococcus 
rabbit serum intravenously and 4 Gm. of sulfadiazine by mouth 
in the next twenty-four hours. The drop in temperature and 
the reversal of the Francis test which followed were only 
transitory. 

Subsequent rises of temperature to 103 F. and of respirations 
to 58 were shortly followed by the finding of consolidation in 
the left lower lobe. The Francis test again became negative; 
direct sputum examination continued to show many type I 
pneumococci, though blood culture remained sterile. The 
sulfonamide level was 12.2 mg. per hundred cubic centimeters. 


3. Hall, W. H., and Spink, W. W.: Sul mesg hy Clinical Evalua- 
ases, J. A. M. A. 123; 125-131 cpeet. 8) 1943. Anderson, 
.. and Keefer, C. S.: A Clinical Evaluation of Sulfa- 
England J. Med. "230: 369. ‘(Mareh 30) we 
by, W. M.; Lovelace, W. » an ihlein, A.: 
n Inhalation Apparatus: Improvements, in Design and by 
ies on ercenta Alveolar Air, Proc. Staff Meet., Mayo 
Clin. 15: 194-206 (March 27) 1 
H Special Reference to Pneumococcus 
Lobar tent New York, Oxford University Press, 1939, p. 
6. Francis, T., Jr.: The Value of the Skin Test with Type Specific 
Capsular Pol saccharide i in the Serum Treatment of Type I Pneumococcus 
Pneumonia, J. Exper. Med. 57: 617- 631 (April) 1933. 


— — 
- 


304 


The patient had received a total of 750,000 units of antiserum.” 
Therefore, on the tenth day of his disease, sulfonamide and 
serum were replaced by 240,000 units of penicillin® per day 
by continuous intravenous drip. On the following morning 
and during the remainder of the course no pneumococci could 
be found on direct sputum examination. Blood. cultures -con-. 
tinued negative. Only as isolated colonies, twice in_sputum 
cultures and once in a urine culture, did the organisms reappear. 
In each instance subsequent cultures were negative. - On. the 
thirteenth day the penicillin dosage was_halved, on the seven- 
teenth day the route was changed to the eraancear, and 
on the twenty-second day the drug was stopped. 
When cultured in para-aminobenzoic acid free ® alyuenie broth 
a concentration of sulfadiazine of 10 mg. per hundred cubic 
centimeters failed to inhibit luxuriant growth of pneumococci 
derived. from the patient’s sputum, whereas concentrations of 
penicillin greater than 0.012 Oxtord unit per cubic centimeter 
completely inhibited growth.1° 
Respiratory and Metabolic Course and Therapy. 
dramatic. the apparent bacteriologic response, penicillin was 
followed by no immediate clinical response beyond. the fact that 
gradual cessation of the previously progressive spread leit 
the patient one functioning lobe. Cyanosis became. deep even 
while the patient was at rest in an oxygen tent. The swinging 
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plasma and 3,330 cc. of whole blood. Uniform penicillin intake 
was attained by using blood and plasma as solvents. After 
partial correction of the patient’s admission hypochloremia,1! 
from 80 millequivalents per liter to 89 milliequivalents per liter, 
sodium chloride intake was not_permitted to exceed 10: Gm. a 
day, .of which the ,greater,- part. “was inteayenous. On this 


. regimen . chlorides wets: inaintained -between .90. ahd 96 milli- 


equivalents per liter.1? 

During the first days of intensive blood and plasma therapy, 
hemoglobin and plasma_ proteins rose- slowly. from. the -initial 
low levels, and pulse, temperature and respirations remained 
high. -N evertheless the tendency to extreme dyspnea, cyanosis 
and pulmonary edema lessened. _On the fourteenth day the 
first signs of clearing appeared over the right upper lobe and 
were confirmed by x-ray on the fifteenth day. 

Toward the end of .blood and plasma therapy,, plasma proteins 
attained 6.3 Gm. per hundred cubic centimeters, hematocrit was 
40 and the_patient’s . condition . appeared ‘far._less precarious. 
Within four days of the cessation of- - daily therapy, however, 
the hematocrit dropped to 35, “the proteins to 5.6 Gm. per 
hundred cubic- centimeters; ~ Pitting- edema of the -sacrum was 
first noted on the twenty-second day. 

At this time, heweyee, the slow process of clearing became 
manifest by a decreasing need for oxygen, the daily maxima of 

vital signs grew less (chart 1) and the patient 


i} 


—- begai ‘to ‘eat. -A period of severe distention, which 
TOTALS 


failed to yield to the usual measures of poultice, 
rectal tu pitressin, responded to additional 
vigorous’ therapy, at one time attaining 
2.5 mg. in five hours: In the ensuing twelve days, 
' with increasing dietary protein intake, plasma pro- 
teins rose to 7.2 Gm. per hundred cubic centimeters. 
Simultaneously with the disappearance of clinical 


edema the patient lost 25 pounds (11.3 Kg.). His 


RETUAN TO MORMAL OVER 12 BATS 


temperature remained normal after the thirty- 
second day; weight gain without edema began on 
the fortieth day. 

When discharged on the forty-second day, mus- 
cular weakness and atrophy were striking. To 
x-ray examination, clearing of the chest was not 
yet complete; the sedimentation rate remained ele- 


vated at 53 mm. per hour. Examination of spu- 


tum and gastric washings for acid fast organisms, 


together with pene, pig injection, proved nega- 


tive. 


After five weeks at ends weight, muscle ful- 


ness and strength showed considerable improve- 


yw 39/40) 


33 
= 
“5 49/50 63 


ment, and the sedimentation rate. had reached a 


Chart 1 (case 1).—Partial 
plasma therapy. 


temperature attained 105 F. The ordinary maneuvers of nursing 
care and in | instance the inadvertent injection of about a liter 
of intravenous fluid in less than an hour precipitated attacks 
of extreme dyspnea and tachycardia (with rates exceeding 60 
and 140 respectively) and the appearance of moist rales in the 
remaining lobe. 

On the tenth day, during which the patient frequently 
appeared close to death, plasma proteins were found to be 
4.5 Gm. per hundred cubic centimeters and the hematocrit 30. 
Infusion of 250 cc. of plasma followed by 600 cc. of whole 
blood on the eleventh day was so closely paralleled by a fall in 
respiratory rate and by distinct relief of dyspnea (despite a 
simultaneous temperature rise) that between the eleventh and 
nineteenth days the patient was given a total! of 3,550 cc. of 


7. Dr. 
ment of Public 


Geoffrey Edsall, acting director of the Massachusetts rt- 
ealth Antitoxin- and Vaccine Laboratory, cooperated by 
antiserum in raha 

Blake, F. G.; Marshall E. K., Jr.; Lockwood, 
Wood, W. B., — Penicillin . Ry Treatment of Infections, 
M. A. 122: 1217-1224 (Aug. 25). 1 Dawson, M. H., a Hobbs: 
G. L.: The Clinical Use of in 100 ibid, 
124; 611-622 4) 1944. 

trau F. C., and Finland, M.: Observations on sg 

Inhibition ae Sulfonamide Action me: Para-Aminobenzoic Acid, J. 


C. H.: fo Al Determining the Concentration 
of Penicillin in] Fluide Proc. Soc. r.- Biol. & 
Med. 51: 95-97 Body, 


clinical course, showing antibacterial, whole-blood and 


normal value of 10 mm. per hour. The trachea 
remained deviated.to the right; beyond evidence of 
right pleural thickening; the chest: was clear to 
physical and x-ray examinations.. 

Case 2.—A white man aged 85, whose first elle and 3 chil- 
dren had died of tuberculosis, gave no history of respiratory 
disease beyond a poorly. remembered pneumonia fifty years 
previous to admission to the hospital for’ prostatectomy, For 
the past decade, gradually decreasing appetite abetted by poorly. 
fitting false teeth had- ‘resulted in.a steadily decreasing meat 
intake. In the year before’ admission, beyond ' a _daily ‘eggnog 
and an occasional. small. piece of pork, the patient’ $ meals con- 
sisted principally of ‘carbohydratés and 

Preoperative physical and x-ray ‘examinations, of. ‘the ee: 
revealed moderate emphysema ‘and a slightly. enlarged heart. 
Fissures were present at the corners of the mouth. The 


11. Peabody, W.: 


Studies of the Inorganic Metabolism in Pneu- 
monia, with E 
Med. 17:7 


cial Reference to oe be a and Magnesium, J. Exper. 
n.) : The Clinical Signiticance of 


Binger, C. A. L fr, a 
‘ Blood Chlorides in Conditions Associated with Pneumonia, 
J. es Med. 49: 603-614 (April) 1929. Sunderman, F: y 
amac, J. G:: Studies in Serum Electrolytes:_ I.’ 
of Electrol tes an Nonelectrolytes in the Serum During ee Pneu- 
monia, J. Clin. SE Yt ee 3: Oct.) 1926. Peters, Bulger, 
H Eisenman, A. Lee, C.: Total Acid-Base “ultibeos of 
Plasma i ulth and Disea sease: Miscellaneous Pathologic Conditions, 
J. Biol. Chem. 67: 219.235 (Jan.) ‘1926. 

12. The patient’s sodium intake exceeded that comprised by sodium 
chloride in that each liter of blood gontanie. 4 Gm. and each liter of plasma 

8 Gm. of sodium citrate as an anticoagu 
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tongue was red, geographic and smooth edged. Teeth were 
absent. The skin and gums were free of hemorrhage. A red 
scaly rash (said to be of six years’ duration) overlay saphenous 
varicosities of the left lower leg. There was no edema. Both 
medial and lateral lobes of the prostate were enlarged. The 
remainder of the physical examination was irrelevant. 

On the day after a weil tolerated suprapubic prostatectomy 
the patient's condition appeared excellent. On the second post- 
operative day a cough productive of rusty purulent sputum and 
a rise of temperature to 103 F. (chart 2) were accompanied 
by the development of physical and x-ray evidence of con- 
solidation in the right chest. Staphylococcus aureus was found 
on sputum culture. 

Despite immediate administration of sufficient sulfadiazine to 
maintain blood levels between 7 and 12 mg. per hundred cubic 
centimeters the continued elevation of vital signs, the increas- 
ing dyspnea and the spread of the pneumonitis to the left 
chest led to replacement of sulfonamide by penicillin on the 
sixth postoperative day. 

On an initial daily intravenous dosage of 240,000 units of 
penicillin, slow clearing of the pneumonia began. Although 
sputum decreased and no organisms were recovered from the 
blood stream, vital signs remained elevated. The patient was 
frequently irrational. 

A pleural effusion, originally localized over the 
right upper lobe, was first tapped on the fourteenth 
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COMMENT 

Beyond the hemolytic anemia occasionally associated 
with sulfonamide administration,’® progressive anemia 
has not been widely recognized as a hazard in pneu- 
monia.'* Likewise until the recent appearance of such 
values as 3.6 Gm. per hundred cubic centimeters 
reported in a prolonged sulfonamide treated pneumo- 
coccic infection complicated by bronchiolitis fibrosa 
obliterans,'® the plasma proteins in pneumonia have 
rarely been found lower than 90 per cent of the normal 
value. These previously reported changes are consistent 
in amount with the recently observed increases in plasma 
volume."® 

The hypoproteinemia and anemia encountered at the 
onset of illness in case 2 may well have been related 
to the deficient diet over a prolonged period. To the 
disease itself can be attributed only a progressive drop 
in levels already low. The extent of involvement of 
pulmonary tissue by pneumonitis was not sufficient to 
lead to dangerous respiratory embarrassment, such that 
once progression was checked by intensive therapy, 


postoperative day after a shift to the right base. |, 


23.4.5 6 7 8 9 


POSTOPERATIVE DAY 


10 j2 i4 16 18 19 20 2! 


Reaccumulation of fluid in the face of progressive 


Li/\ 


TOTALS 


clearing of the lung parenchyma necessitated a 
total of seven thoracenteses in the next ten days. 


fh 


Although no viable organisms were recovered by 
culture, because the first thoracentesis fluid showed 


a specific gravity of 1.020 and a few gram positive 
cocci on smear, a total of 120,000 units of penicillin 


was injected intrapleurally over five consecutive 
days. 


On the second postoperative day, plasma proteins 


were found to be 4.2 Gm. per hundred cubic centi- 
meters. In the ensuing ten days the administration 


of 2,750 cc. of plasma together with the whole 
blood subsequently detailed and 3,500 cc. of amino 


acids by mouth was followed by a rise of plasma 
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proteins to only 4.8 Gm. per hundred cubic centi- 


meters. During amino acid administration the 


patient's dietary intake, initially limited by ano- 


rexia to soup, milk, fruit juices and an occasional 


eggnog, became further curtailed by the develop- 


ment of nausea, vomiting and diarrhea such that 
on the fifteenth postoperative day all food by mouth 
was refused. Stool culture was negative. Amino 
acids (together with oral and parenteral prepara- 


j200 300, 400 300) 100 
95/85; 90 90/90] 90/95 
| 42 jor} 
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tions of the fat soluble vitamins, ascorbic acid and 
the B complex previously administered) were then 
stopped. 

During the ensuing five days diarrhea subsided, appetite 
slowly returned and following the further administration of 
1,500 cc. of plasma the plasma proteins were 5.4 Gm. per 
hundred cubic centimeters. By this time extensive clearing of 
the pneumonitis had occurred, fever was returning to normal 
limits and appetite permitted dietary intake to attain preopera- 
tive distribution and the resumption of supplementary vitamins. 
Four months following discharge, plasma proteins were 7.0 Gm. 
per hundred cubic centimeters. 

A preoperative erythrocyte count of 3,500,000 and a hemo- 
globin of 9.5 Gm. per hundred cubic centimeters fell to 2,900,000 
and 8.2 Gm. respectively by the second postoperative day. 
Administration of 900 cc. of whole blood in the next two days 
returned the red count and hemoglobin to preoperative levels. 
Eighteen hundred cc. of whole blood during the following week 
was required to maintain these levels (chart 2). The rise of 
the red count to 4,100,000 during the end of the clearing of the 
pneumonia was not accompanied by a change in hemoglobin. 
The discharge hemoglobin level of 9.5 Gm. per hundred cubic 
centimeters was identical with that on admission. The patient 
was put on 0.3 Gm. of ferrous gluconate three times a day. 
Four months after discharge the hemoglobin was 11.9 Gm. per 
hundred cubic centimeters. 


Chart 2 (case 2).—Partial clinical course, showing antibacterial whole blood, plasma 
and amino acid therapy. 


impaired oxygen capacity and diminished plasma colloid 
osmotic pressure did not contribute significantly to the 
respiratory picture. Had measures to check progression 
been neglected, it is quite possible that further decrease 
in hemoglobin below 8.5 Gm. per hundred cubic centi- 
meters and plasma proteins below 3.3 Gm. per hundred 
cubic centimeters would have led to a different outcome 
in this 85 year old man. 

In contrast to case 2, the history and physical appear- 
ance on admission in case 1 gave no basis to suspect 
either hypoproteinemia or anemia antecedent to the 
onset of his illness. Moreover, although penicillin and 
serum had effected apparent bacteriologic arrest, on 
the tenth day of his illness pulmonary involvement 


13. Boyer, N. H.: Acute Hemolytic Anemia Following Sulfadiazine: 
Report of a Case, New England J. Med. 228: 566-567 (May 6) 1943. 

14. Heftron,® pp. 498-499. 

15. Cabot Case 30031, New England J. Med. 230: 82-87 (Jan. 20) 1944. 

16. Rutstein, D. D.; Thomson, E. J.; Tolmach, D. M.; Walker, W. H., 
and Fleody, R. J.: Plasma Volume and “Extravascular Thiocyanate 
Clin. Investigation 24: 11-20 


Space’ in Pneumococcus Pneumonia, J. 
(Jan.) 1945, 
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was so extensive that he remained in desperate need of 
symptomatic treatment directed at morbid respiratory 
physiology. 

That this is not an isolated experience in treating 
lobar pneumonia with penicillin emerges from Tillett’s *7 
series of 46 cases wherein all three deaths followed 
bacteriologic improvement ; in 1 “chronic pulmonary dis- 
ease” was present; in another pulmonary edema devel- 
oped. 

It is therefore of interest to analyze in this case the 
interrelations of the chief factors underlying the 
deranged respiratory physiology and the methods avail- 
able for their therapy: 

1. Therapy aimed at elimination of impediments to 
free movement of respiratory muscles: In this case 
neither the thoracic deformity nor the anatomic sequelae 
of the previous empyema could be eliminated. How- 
ever, had not moderate distention (of little danger to 
a patient with more functional lung tissue) responded 
promptly to vigorous treatment, progression of the ele- 
vation and limitation of motion of the left diaphragm 
alone might well have changed the outcome. 

2: Therapy of airway obstruction: Because low vis- 
cosity helium-oxygen mixtures and bronchodilator-vaso- 
constrictor inhalation technics introduced by Barach and 
his co-workers '* have saved life when bronchial spasm 
or other obstruction has complicated pneumonia, these 
measures were held in readiness. 

3. Therapy directed toward attainment of high alveo- 
lar oxygen and maintenance of the remaining functional 
lung tissue in optimum condition for gas exchange: 
Brief deprivations of oxygen demonstrated its indis- 
pensability many times during the critical period of 
minimal clearing. Administration by the mask designed 
by Barach and his associates '® for positive pressure 
expiration could probably have achieved better edema 
control °° by opposition of controlled intra-alveolar 
pressures up to 50 mm. of water to fluid movement 
from capillaries to alveoli. 

The attacks of edema in the single uninvolved lobe 
were of great danger. Moreover, the initial degree of 
hypoprotcinemia indicated that plasma colloid osmotic 
pressure remaining to counteract edema due to any 
sudden increase in pulmonary intracapillary pressure 
was less than two thirds the normal value of approxi- 
mately 300 mm. of water.** The drop in plasma pro- 
teins following cessation of intensive plasma therapy 
suggests that had not the amount used (greater than 
the normal total circulating plasma proteins) been suffi- 
cient to counterbalance the progressive hypoproteinemia 
until clearing of pneumonia had begun, increasing pul- 
monary edema might have proved fatal. 


17. Tilleit, W. S.: The ef Lobar 
coceal Empyema with Penicillin, Bull. New York Acad. Med. 20: 142-178 
(March) 1944 

18. Richards, D. W.; Barach, A. L., and Cromwell, H. A.: Use of 
Vaporized Bronchodilator Solutions in| Asthma and Emphysema: Con- 
tinuous Inhalation Method for Severe Asthmatic States, Am. M. Sc. 

199; 225-232 (Feb.) 1940. Barach, A. I Use of Helium in Treatment 

of Asthma and Obstructive Lesions in a nx and Trachea, Ann, Int. 

Med. 9: 739-765 (Dec.) 1935. Segal, M. Inhalation ale in the 

Treatment of Serious Respiratory Disease, New England J. Med. 229: 

235-241 (Aug, 5) 1943. The direct administration of bronchial dilators 

and vasoconstrictors is both simple and imexpensive and thus can be of 
value to physicians wherever situated. Helium-oxygen mixtures, on the 

contrary, require fairly elaborate apparatus and as yet are not available 
in as many hospitals as their value warrants. 
19. Barach, L., and Molomut, N.: An Oxygen Mak Metered for 

Positive Pressure, Ann. Int. Med. 17: 820-822 (Nov.) 1 

20. Barach, A. L.: Physiologically Directed Teer in Pneumonia, 
Ann. Int. Med. 17: 812-819 (Nov.) 194 

21. Scatchard, G.; Batchelder, AL c., and Brown, A.: Chemical, Clinical 

and Immunological Studies on the Products of Human Plasma ‘rac- 
tionation: VI. The Osmotic Pressure of Plasma and of Serum Albumin, 
~ J. Clin. Investigation 23: 458-464 (July) 1944. 
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4. Therapy directed at maintenance of normal blood 
oxygen capacity: Before clearing, anemia corresponded 
to a blood oxygen capacity approximately two thirds 
normal. Transfusions totaling almost two thirds the 
normal circulating red cell volume raised the hematocrit 
only from 30 to 40. The hematocrit drop following 
cessation of transfusions suggests that had not progres- 
sive anemia been thus counterbalanced the oxygen 
capacity of the blood reaching the remaining functional 
lung tissue might well have fallen low enough to negate 
the effects of other therapy. 

Prevention of anemia and hypoproteinemia might well 
have made the course in this case less precarious. In 
that even anemia of slight degree may be of significance 
in widespread pneumonia, the obvious therapy is to 
anticipate development by transfusion, 

The 40 Gm. of protein per day given in the week 
of plasma therapy provided this patient with 30 Gm. 
less than the protein requirement of a normal afebrile 
man whose total caloric intake is otherwise adequate.*? 
Nausea during the previous ten days of high fever 
kept both protein and caloric intake minimal and pre- 
vented administration by inlying tube of a nutritionally 
complete ration used with success by Olmsted and his 
associates ** in typhoid. Thus the avoidance of hypo- 
proteinemia in such severe pneumonia probably demands 
the use of plasma or amino acid mixtures ** in massive 
amounts guided by plasma protein determinations well 
before the maximum spread has occurred 


SUMMARY 


Severe and progressive anemia and hypoproteinemia 
developed in 2 cases of extensive and protracted bac- 
terial pneumonia treated with penicillin. In 1 case 
anemia and hypoproteinemia of nutritional origin prob- 
ably antedated the pneumonia; in the other no such 
presumption existed. 

An increasing frequency of such cases is anticipated 
as powerful antibacterial drugs permit control of infec- 
tions otherwise rapidly fatal. 

In these patients enormous amounts of whole blood 
and plasma were required to counteract the progression 
of the anemia and hypoproteinemia. The fact that this 
therapy, together with nearly all known measures for 
maintenance of optimum gas exchange in remaining 
functional lung tissue, appeared necessary to maintain 
life for some time after apparent bacteriologic arrest 
of the infection suggests that, in pneumonias of this 
severity, development of anemia and hypoproteinemia 
should be anticipated by early use of whole blood and 
plasma together with ccs, acl protein dietary intake. 


22. Stare, F. nd Tho W.: 


ome —— Aspects of Protein 
Foods, Am, J. 


23. Olmsted, W. H.; Harford, C. and Han S. F.: Use of a 
Synthetic Diet Food Allergy and phoid, Teh, Med. 73: 341- 
348 (April) 194 
24. Elman, R. Parenteral Fluids and Foods 


in Gastrointestinal Dis- 
ease, Bull. New York Acad. ; 


Med. 20: 220-236 (April) 1944 


Rise of Neurology in the Civil War.—Perhaps the out- 
standing medical event of the Civil War was the rise of the 
neurological profession in America. The Civil War is often 
regarded as parent, or at least nurse, to that infant profession. 
The four years of fratricidal strife also produced data on 
military psychiatry that might have proved valuable in future 
wars had their lessons not been so soon forgotten, only to be 
painfully relearned. Most interesting, perhaps, were the clinical 
observations of medical officers on such subjects as nostalgia and 
malingering among soldiers, together with notes on psychiatric 
screcning in selective service—One Hundred Years of Ameri- 
can Psychiatry, New York, Columbia University Press, 1944. 
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THE USE AND ABUSE OF NASAL VASO- 
CONSTRICTOR MEDICATIONS 


BARNEY M. KULLY, M.D. 
LOS ANGELES 


No class of drugs is more widely distributed and used 
than are nasal vasoconstrictors. This is due to adver- 
tising of “patent” nostrums in press and radio, to 
exploitation of new compounds to the profession by 
pharmaceutical houses and to wide prescription of these 
drugs by physicians. Tabulation reveals that there are 
nationally distributed at least 240 nasal vasoconstrictor 
compounds in the form of drops, sprays, inhalants and 
ointments. It is timely to question whether the increased 
use of vasoconstrictors is justifiable and whether there 
are not disadvantages inherent in these drugs which 
demand a reappraisal of the indications for their use. 

Since sympathomimetic compounds are the basis of 
nasal vasoconstrictor medication, this discussion is lim- 
ited to their consideration. The first of these drugs 
to be isolated was the alkaloid ephedrine ' in 1887. It 
was recovered from the herb ma huang, an old Chinese 
drug used empirically by Chinese physicians for over 
five thousand years. In 1895 Oliver and Schafer ? 
demonstrated the active principle of the adrenal medulla, 
epinephrine. Since then these substances have been 
studied and their chemistry further clarified by Abel,’ 
Aldrich, Chen® and others. Working independently, 
Stolz ® and Dakin? in 1905 produced epinephrine syn- 
thetically. Five years later the studies of Barger and 
Dale * led to the discovery of synephrin, neosynephrin 
and many allied compounds. Paredrine was introduced 
in 1913, propadrine in 1929, benzedrine (amphetamine ) 
in 1930 and privine in 1941. Several hundred additional 
compounds, allied chemically and therapeutically, have 
been synthesized and studied. Obviously, only a few 
have been employed in therapeutics. 


PHARMACOLOGY 


These drugs are adrenergic or sympathomimetic in 
action. ‘They simulate the responses resulting from 
stimulation of the postganglionic nerves, but, as Good- 
man and Gilman ® point out, each drug differs in the 
details and intensity of the elicited responses. The 
cerebral stimulation of amphetamine, for example, 1 
more pronounced than that of epinephrine. However, 
a discussion of the differences in systemic responses to 
these drugs is not within the scope of this paper. 

The action of sympathomimetic drugs on the nasal 
mucosa is directed chiefly to the blood vessels, though 
the secretory function also is affected. Primarily the 
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effect on the blood vessels is vasoconstriction. The sub- 
epithelial capillaries and arterioles as well as the venous 
sinuses of the erectile tissues are constricted. Nasal 
secretion is diminished in contrast to the increased 
secretion that occurs when vasoconstriction results from 
chilling of the body surfaces. 

If vasoconstriction is severe or prolonged, a reversal 
reaction ensues in the form of a secondary vasodilatation 
involving the deeper venous sinuses more than the sub- 
epithelial vasculature. This accounts for the fact that 
the mucosa remains blanched.. The secondary reaction 
may be more evident and prolonged than the primary 
constriction. 

Secondary vasodilatation is due either to an active 
vasodilator in the drug or to a fatigue of the constrictor 
mechanism. The active dilator of certain sympatho- 
mimetic drugs has been demonstrated in epinephrine in 
the so-called reversal phenomenon. If ergotamine or 
ergotoxin is injected into an animal in_ sufficient 
amounts, subsequent administration of epinephrine 
results not in vasoconstriction and increased blood pres- 
sure but in vasodilatation and lowered blood pressure. 
This reversal reaction has not yet been demonstrated 
in ephedrine or amphetamine, but Goodman and Gil- 
man '® state that it is present in other sympathomimetic 
drugs. 

The diphasic action of these drugs is premised on 
the experiments of Cannon,'' who showed that stimu- 
lation of the sympathetic nerves results in the formation 
of a chemical mediator at the sympathoeffector junctions 
known as sympathin. Tlius substance is chemically and 
pharmacologically related to epinephrine, the mother 
substance of the sympathomimetic amines. It may pos- 
sess both excitatory and inhibitory components called 
sympathin E and sympathin I. Epinephrine combines 
both of these properties, the one constricting, the other 
dilating blood vessels. In epinephrine, the dilating factor 
has a more prolonged effect than the constricting factor. 
When constriction subsides, the inhibitory sympathin I 
remains unopposed to produce vasodilatation. 

The fatigue factor as a cause for secondary vaso- 
dilatation may be based on exhaustion of the sympathin 
constricting factor or may be a physiologic reaction to 
overstimulation of the vasopressor mechanism. The 
clinical fact remains that persistent vasoconstriction 
results in secondary dilatation. When this occurs the 
mucosa becomes increasingly less responsive to sub- 
sequent applications of vasoconstrictor drugs. 


FACTORS AFFECTING SECONDARY VASODILATATION 


The degree of this after-dilatation is dependent chiefly 
on the type and amount of the sympathomimetic drug 
used and on the susceptibility of the individual vaso- 
motor mechanism. To a lesser extent it is dependent 
on the py of the drug, its vehicle, the presence of 
irritating compounds and the effect on the ciliary 
mechanism. 

Sympathomimetic drugs vary in the imtensity and the 
duration of the primary constricting effect and in the 
severity of their secondary dilating effect. Epinephrine 
and amphetamine are examples of drugs causing severe 
reactions, ephedrine and neosynephrin represent those 
producing a milder reaction. In my clinical experience 
none of the adrenergic drugs are free from this secon- 
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dary congesting effect. The statements of manufacturers 
that the newer vasoconstrictors cause no after-congestion 
are not in accordance with clinical findings. The amount 
of secondary congestion is proportionate to the intensity 
of the vasoconstriction, the frequency with which the 
drug is employed and the period of its use. 

Individuals vary in their susceptibility to secondary 
reactions, but no one is completely immune. In many 
years of observation I have not seen a single patient 
who used any of these drugs to excess and remained free 
from the typical after-congestion. 

Recent investigation shows that the py is a factor 
in the effect on the nasal mucosa. . Fabricant ** states 
that the py should approximate that of the nasal mucosa, 
5.7. Other investigators report the reaction more nearly 
neutral. Significant variations in either direction are 
irritant and increase after-congestion. I have found, 
however, that even a neutral py does not preclude irri- 
tant properties. 

In recent years there has been a tendency to incor- 
porate antiseptics with vasoconstrictors. This is par- 
ticularly true of the sulfonamides, which have been 
added to almost every type of vasoconstrictor. Sulfa- 
thiazole has appeared in at least thirty such combinations 
recently. The rationale of the use of antiseptics is 
questionable. They are in contact with limited areas 
of the nasal mucosa and then for brief periods of five 
to fifteen minutes. As shown by Walsh and Can- 
non,'* they do not penetrate into the subepithelial tissues 
where the infecting organisms thrive. They increase 
irritation and reaction. In my experience sulfathiazole 
combinations have been prime offenders, causing severe 
aiter-congestion. These observations: have found con- 
firmation in the work of Futch,’* who demonstrated that 
5 per cent sodium sulfathiazole solutions have a caustic 
effect on the nasal mucosa, destroying cilia and super- 
ficial columnar cells. Fletcher '* reported necrosis of 
the mucosa of the maxillary sinus following irrigation 
with 10 per cent sodium sulfathiazole solution. The 
alkalinity of the solution is not the major factor, for 
even in buffered combinations where the py approaches 
neutral severe after-congestion occurs. I have been 
unable to substantiate the lavish claims of certain manu- 
facturers that sulfathiazole vasoconstrictor compounds 
are valuable adjuvants in the treatment of acute rhinitis 
or of acute or chronic sinusitis. 

The use of vasoconstrictors in the form of inhalants 
has become popular in recent years. Of these, amphet- 
amine evokes the most vicious reaction because of its 
powerful pressor action and the ease of self administra- 
tion. Reactions equally severe are caused by some of 
the “patent” inhalers. Adrenalin inhalant 1: 100, though 
often affording spectacular relief to the asthmatic, is a 
powerful irritant to the nasal mucosa. When its use is 
necessary, the nostrils should be plugged with cotton 
to prevent the epinephrine saturated expired air from 
coming in contact with the nasal mucous membrane. 

Vasoconstrictors in oily mediums are less irritant 
than those in aqueous solutions because the former are 
less efficient. Oils are not miscible with the overlying 
mucous sheet and by their inert weight interfere with 
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ciliary function. There are increasing reports '® of 
pneumonic complications following the intranasal instil- 
lation of oil, and in all probability. many more cases 
occur than are reported. There is little justification for 
the continued use of oily mediums in the nose. 

The effect on the ciliary mechanism of nasal vaso- 
constrictor medication has been studied by Proetz,' 
Lierle and Moore’* and others and need not be here 
repeated. Disturbance in ciliary function and secondary 
vasodilatation are frequently coexistent, as proved by 
the action of epinephrine. Cocaine, on the other hand, 
is toxic to the ciliary mechanism but is less likely to 
produce secondary reaction. The danger of addiction, 
however, limits its use to surgery or to the acute emer- 
gency. The prescription of cocaine drops or sprays 
for use over a period of time is definitely unwise. « 


INDICATIONS FOR USE OF VASOCONSTRICTOR DRUGS 

In nasal surgery, vasoconstrictor medication is a 
requisite. Bleeding is controlled, the field of vision 
widened and absorption of the anesthetic delayed. The 
use of a drastic vasoconstrictor, epinephrine, is justified, 
though postoperative swelling may be due more to the 
drug than to the surgery. Vasoconstriction is necessary 
in many manipulative procedures, such as sinus irriga- 
tions. In the displacement method of Proetz it is 
invaluable for therapy or visualization. Yet there has 
been observed damaging after-congestion with involve- 
ment of previously uninvolved sinuses, following too 
frequent displacement treatment or the use of drastic 
medication. 


VASOCONSTRICTOR MEDICATION IN ACUTE RHINITIS 

The value of vasoconstrictor therapy for acute rhinitis 
is questionable. The distress of the patient is tempo- 
rarily relieved, justifying. in some instances, careful and 
minimal use of a mild decongestive drug. Unfortu- 
nately, such care is rarely exercised and the result is a 
disturbance in the nasal defense mechanism. 

The nasal mucosa responds to infection, as do other 
body tissues, with swelling, augmented blood supply, 
increased exudation and diapedesis of cells. Shrinking 
the tissues with medication reverses this physiologic 
response. In no other tissue of the body is infection 
treated by diminishing the blood supply and shrinking 
the collateral edema. Such treatment lessens neither 
the severity nor the duration of the infection. On the 
contrary, the typical course of an acute rhinitis may be 
altered and prolonged. In the usual sequence the secre- 
tion, at first watery, becomes thick and mucopurulent 
between the second and third days. With this transition, 
nasal obstruction lessens. However, when the use of 
constrictive drugs results in after-congestion the mucosa 
assumes the gray edematous appearance of a vasomotor 
rhinitis. The obstruction persists and the secretion 
remains thin, often excoriating the nasal vestibula. 
Further medication gives temporary relief, soon to be 
followed by increased congestion, thus initiating a 
vicious circle. Persistence of watery secretion and nasal 
obstruction beyond the third day of an acute rhinitis 
signifies improper use of medication, 
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This misuse of medication prolongs the acute rhinitis 
and may cause sinus and otitic complications. A per- 
sistent vasodilatation with its edematous membrane may 
obstruct the sinus orifices and predispose to sinusitis. 
A study of my records shows that in a series of 640 
patients with acute sinusitis 85 per cent had used some 
form of nasal vasoconstriction for three or more days 
prior to the onset of sinus symptoms. In each instance 
some degree of vasomotor rhinitis was noted. This does 
not prove that the drugs are causative, but the coin- 
cidence is suggestive. That they were a factor is 
indicated by the frequency with which ‘the condition 
subsided spontaneously when medication was discon- 
tinued. I have seen instances of apparently intractable 
subacute sinusitis resolve when the mucous membranes 
were permitted to resume their normal functions. 

It is not implied that nasal vasoconstrictors are contra- 
indicated in the treatment of acute sinusitis. To shrink 
carefully the swollen mucosa about the orifice of an 
acutely infected sinus is a rational procedure. How- 
ever, the margin between therapeutic shrinking and that 
of after-dilatation worse than the original condition is 
not a wide one and demands conservative judgment. 

Otitic complications may follow the secondary reac- 
tion from vasoconstrictor drugs. Congestion about the 
eustachian orifices or the entrance of drops into the 
middle ear itself may be predisposing factors. In this 
connection Dintenfass’*® reports a case in which, on 
myringotomy, mild protein silver previously instilled 
into the nose was found in the middle ear cavity. In 
a series of 64 cases of acute serous otitis media there 
was an associated use of nasal vasoconstrictor medica- 
tion in 88 per cent. I have found the association of 
fluid in the middle ear and the secondary dilatation 
of nasal vasculature so frequently that I believe it to be 
significant, In 30 cases of acute suppurative otitis 
media, drops and sprays had been used in 14. This isa 
formidable ratio. 

The use of shrinking medications for the relief of 
chronic obstruction due to hypertrophic rhinitis, septal 
deflections or nasal allergies has offered a fertile field 
for the exploitation of the vast gamut of vasoconstrictor 
drugs. Patients with chronic obstruction, especially 
those with allergic rhinitis, are rarely without their 
drops and inhalants. Many with vasomotor rhinitis 
who have received injections of allergens for years are 
sensitive chiefly to their nasal medication. The nasal 
symptoms and the need for injections would disappear 
if the medication was to be discontinued. The vasomotor 
rhinitis produced by drugs is identical with that due to 


allergy both in appearance and in the presence of - 


eosinophils in the secretion. The following case report 
is extreme but instructive: 


Mrs. M. B., aged 45, first seen in March 1940, had suffered 
from nasal obstruction, sneezing and watery discharge of many 
years’ duration. Thirty years previously the diagnosis of 
allergic rhinitis was made and desensitization by injections 
initiated. For thirty years the patient had received one or more 
injections weekly. During this period nasal medications of 
all types had been regularly employed. The patient was 
persuaded to discontinue nasal medication and allergic injections 
for a four week trial period. At its termination she was free 
from nasal symptoms and has so remained. 


It is difficult to induce patients to discontinue the 
use of nasal vasoconstrictors after long periods of self 
medication. It is a habit the breaking of which requires 
much persuasion and understanding on the part of the 
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physician. Many patients cannot sleep without their 
drops or inhalants, and these will for brief periods 
require sedation in the form of barbiturates or bromides. 

Not all cases of vasomotor rhinitis are due to medi- 
cation. Many are generally allergic and should be so 
treated. All, however, are aggravated by the use of 
shrinking drugs. The relief is temporary and the after- 
math is increased obstruction. Persistent use of vaso- 
constrictors can produce progressively severe vasomotor 
rhinitis highly resistant to further applications of decon- 
gestant drugs. The end result may be a vasomotor 
paralysis. 

The use of vasoconstrictor medication is not indicated 
in the treatment of obstruction due to adenoids, septal 
deviation, hypertrophic rhinitis, nasal polyps, neoplasms 
and soon. Such drugs are never curative and utimately 
superimpose an additional congestion on the obstructive 
pathologic condition already present. 


SUMMARY 


1. A revaluation of the increased use of nasal vaso- 
constrictor medication is indicated. 


2. The primary vasoconstricting effect of sympatho- 
mimetic drugs is usually followed by secondary vaso- 
dilatation. 


3. This secondary vasodilatation is influenced mainly 
by the type and amount of the drug employed and the 
sensitivity of the individual vasomotor mechanism. 

4. The adidtion of antiseptics, particularly sulfathia- 
zole solutions, to vasoconstrictor drugs increases the 
irritant properties without compensatory therapeutic 
benefits. 

5. Judicious use of vasoconstrictive medications is 
indicated in surgical, manipulattve and displacement 
procedures and in some acute nasal infections, notably 
acute sinusitis. 


6. The indiscriminate use of this medication in acute 
rhinitis lengthens the course of infection and increases 
the incidence. of sinus and otitic complications. 

7. Vasoconstrictor drugs may of themselves produce 
a vasomotor rhinitis indistinguishable from that due to 
allergy. Vasomotor rhinitis, allergic in origin, is made 
more severe by constricting medication. 

8. The use of vasoconstrictor drugs in chronic 
obstructive pathologic conditions adds the factor of 
secondary congestion to the obstruction already present. 

3875 Wilshire Boulevard. 


ABSTRACT OF DISCUSSION 


Dr. LAwrence R. Boies, Minneapolis: Any local treatment 
introduced into the nose in an acute rhinitis has little thera- 
peutic value. Recent experience with the sulfonamide drugs 
incorporated into vasoconstricting drops or sprays, or the use 
of a sulfonamide in the powdered form, has not changed my 
ideas relative to the ineffectiveness of local therapy. I use 
mild vasoconstrictors in the acute phase of a rhinitis only to 
make the patient more comfortable and not with the idea that I 
am effecting a cure by this medication. In a subacute phase 
when the discharge has thickened, indicative of localization, 
there seems to be some indication that a conservative use of 
mild yasoconstrictors hastens the recovery. A certain amount 
of sinusitis invariably exists in an ordinary acute rhinitis. Local 
applications of tampons soaked with 15 per cent mild protein 
silver in equal parts of glycerin and water to the middle meatus 
or above the middle turbinate, or both, seems to be effective in 
the subacute stage of the infection. I do not use this treatment 
more often than every other day and rarely employ it for more 
than three or four times. Displacement therapy, as originated 
by Proetz, has been a useful treatment in the subacute phase of 
the infection. I avoid its use in the acute stage of the disease. 
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The average layman who medicates his nasal congestion because 
of the advice he has had over the radio is apt not to have an 
infection at all but rather a vasomotor state related to some 
dietary indiscretion, chilling of the body surface or excessive 
fatigue. These are transient states which often are over in three 
or four days. The victim often resorts to the use of nose drops 
and believes that the stronger vasoconstrictors containing aro- 
matics and more recently the sulfonamides are the more effective. 
Too many medical men are still imbued with the idea that a 
stuffy nose or chronic headache must mean an independent 
disease of the nasal fossae or sinuses, or both. 

Dr. O. E. Van Atyea, Chicago: The present status of vaso- 
constricting nose drops is, in my opinion, as follows: 1. In the 
early stages of engorged tissues they are of little value except 
as a temporary expedient in lessening the discomfort of an acute 
head cold. 2. They are of no value in chronic sinusitis except 
as a vehicle in displacement therapy. 3. In subacute sinusitis 
they may prove helpful in removal of exudate from the sinuses. 
This is accomplished not only by the enlargement of the drain- 
age space but through improvement in nasal breathing, which 
promotes the withdrawal of secretions by the negative pressure 
associated with inspiration. 4. Sulfonamide preparations are of 
no proved value intranasally and may be irritating and damag- 
ing to the ciliated mucosa. Although, in the main, agreeing 
with Dr. Kully, I find that in cértain phases of his clinical 
observations our experiences have been somewhat at variance. 
I have not noted that complications of an acute nasal infection 
are more prevalent in those cases in which vasoconstrictors 
have been used, nor have I observed that the use of nasal decon- 
gestants prolonged to any appreciable extent the duration of a 
nasal infection. I have also seen cases of sinusitis and otitis 
which developed soon after the onset of a cold in which no 
medication whatever had been used. Dr. Kully rightly ques- 
tions the feasibility of shrinking swollen membranes which are 
merely undergoing a normal physiologic response to disease. 
The same relief may be agtained by an almost continuous baking 
under an infra-red lamp. This increases the swelling in the 
nose, which seems to be desirable. It also augments the blood 
supply, which steps up the physiologic response to the disease. 
The immediate comfort of the patient is due to the heated air, 
which as it is inhaled is no longer irritating but soothing to the 
nasal mucosa. Patients receiving this form of treatment feel 
no need of nose drops and none should be given. The principal 
users of nose drops in treatments of an acute rhinitis are those 
individuals who haven't the time or inclination to stay home and 
take care of themselves. There are often occasions when a 
patient with an acute cold must keep an important engagement. 
He needs something to lessen his discomfort, and this can be 
supplied most effectively in the form of an ephedrine-saline 
solution. 

Dr. Barney M. Kutty, Los Angeles: Most of us have been 
conditioned to the use of vasoconstrictors and we use them 
without due consideration. Our patients demand them for the 
temporary relief secured. When the after-congestion does occur, 
we ascribe it to the original infection for which the treatment 
was used and not to the medication. Many of the supposed 
one day cold cures with vasomotor compounds are not cures of 
colds but of temporary vasomotor conditions due to emotional 
upsets, dietary indiscretions and the like. In answer to Dr. Van 
Alyea, I did not advocate the complete cessation of the use of 
vasoconstrictor compounds. I stated that in acute colds, acute 
sinusitis and in the displacement treatment careful use was justi- 
fiable. These compounds must not be used beyond the point 
where a vasomotor rhinitis ensues. If a patient with an acute 
rhinitis has a grayish blue membrane, watery secretion and 
sneezing on the third, fourth or fifth day of the infection, one 
is justified in inquiring what vasoconstrictor compound is being 
used. My purpose was to call attention not only to the use of 
vasoconstrictors by rhinologists but to the’ vast use of these 
drugs by the public. The newspapers and radio advertise them, 
the chain drug stores high pressure their sale. There is a 
tremendous amount of this type of medication being used, and 
I think it is up to us as rhinologists to educate the public that 
inherent in these drugs are harmful effects as well as benefits. 
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SENSITIVENESS OF MENINGOCOCCI 
TO THE SULFONAMIDES 


RAPID EFFECT OF ADMINISTRATION OF TWO GRAMS 
OF SULFADIAZINE ON CARRIERS OF NEISSERIA 
INTRACELLULARIS (MENINGOCOCCUS) 


MAJOR ISADORE PILOT 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


Among the gram negative bacteria, Neisseria intra- 
cellularis appears to be particularly sensitive to the 
sulfonamides. In active cases of epidemic meningitis 
the numerous organisms in the blood, spinal fluid and 
nasopharynx fortunately disappear rapidly as soon as 
therapy is instituted. In my experience the naso- 
pharyngeal cultures usually are negative twenty-four 
hours after the administration of sulfadiazine either 
orally or intravenously. 

The remarkable effect of sulfadiazine on N. intra- 
cellularis has been utilized by giving prophylactically 
two or more doses of 2 Gm. to contacts of active cases 


TasLe 1.—/nfluence of 2 Gm. Dose of Sulfadiazine on Carriers 
of Neisseria Intracellularis 


Type l Typell Type ll Type Tia 


Before administration................. 25%* 80% 90% 70% 
2 hours after administration......... 25% 80% 907% 60% 
6 hours after administration,........ 4% % 15% 40% 

12 hours after administration......... 3% 4% 2% 0 

24 nours after adm nistration......... 0 0 0 0 

14 days after administration.......... 0 0 0 0 


* Percentage represents proportion of colonies on plate identified as 
N. intracellularis. 


Taste 2.—Free Sulfadiazine Levels After Administration of 
Single Dose of 2 Gm. Sulfadiazine in Milligrams 
per Hundred Cubic Centimeters of Blood 


Type l Type Il Type Il Type Ila 
2 hours after............... 2.4 3.1 4.8 2.8 
6 hours after............... 2.7 3.6 4.1 2.6 

24 hours after............... 2.0 19 2.1 2.4 

48 hours after............... 0.59 0.77 0.56 0 

and to inductees beginning basic training. In the 


spring of 1943 the administration of 2 Gm. of sulfa- 
diazine daily for two days to 700 men resulted in 
substantial reduction in the number of cases of menin- 
gococcic meningitis during an epidemic period.’ The 
result had been a striking check of the spread of menin- 
gitis by the elimination of most of the carriers and a 


‘ pronounced reduction in the incidence of meningococcic 


infections. 


Lewis, Bolker and Klein? in February 1943 insti- 
tuted mass prophylactic treatment to civilian and mili- 
tary personnel by the administration of 6 Gm. of 
sulfadiazine, two doses of 2 Gm. daily for two days and 
then two doses of 1 Gm. each on the third day. New 
cases of meningitis did not appear, and the carrier rate 
dropped to 0.14 per cent. 

The percentage of carriers depends on the number 
and frequency of cultures made of the nose, throat and 
nasopharynx of individuals. In the literature the carrier 
rate is quite variable. For our purpose a single culture 
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of the nasopharynx was made on a group of soldiers 
and a group of civilians who were being inducted. The 
swabs were immediately inoculated by streaking fresh 
blood agar plates made up of brain-heart-infusion agar 
(Difco) with packed human blood cells added in 5 per 
cent proportion. The plates were incubated in a car- 
bon dioxide jar for twenty-four to forty-eight hours. 
On this medium N. intracellularis grew well, forming 


smooth, moist, translucent colonies often in predomi- . 


nant numbers in the persistent carriers. The organisms 
were readily isolated and with antiserums identified and 
classified as type I, II and Ila. 

During the spring of 1944, from single nasopharyn- 
geal swab cultures of 28 soldiers, 6 (21.4 per cent) 
positive cultures for N. intracellularis were obtained, 
2 type I, 2 type II and 2 type Ila. By a similar method 
a single culture of civilian inductees taken immediately 
on arrival from the train yielded 5 positives of 25 (20 
per cent), 2 type I, 1 type II and 2 type Ila. Appar- 
ently the civilian carrier rate is approximately the same 
as that of army personnel. 

Four carriers among laboratory personnel were 
studied at frequent intervals to note the effect of the 
single oral 2 Gm. dose of sulfadiazine on the naso- 
pharyngeal flora. Cultures were made immediately 
before administration and at two, six, twelve and 
twenty-four hour intervals after taking the drug. Blood 
sulfadiazine levels were made on the same persons 
two, six, twenty-four and forty-eight hours after the 
medication. 

The changes in the incidence of N. intracellularis of 
the nasopharynx were noted quantitatively on the blood 
agar plates (table 1). In two hours no changes were 
observed, in six hours the number of colonies of 
N. intracellularis dropped considerably, in twelve hours 
the colonies were few and in twenty-four hours and 
subsequently they were absent. 

Noteworthy was the effect of the sulfadiazine on the 
total flora of the nasopharynx. After six to twelve 
hours the decrease in number of colonies varied from 
25 per cent to 50 per cent and remained depressed 
for twenty-four hours more. In three to five days the 
flora gradually returned to previous numbers except for 
N. intracellularis. Incidental pneumococci and the few 
hemolytic streptococci encountered were not influenced 
by the therapy. 

No untoward effect or reactions were observed in 
the carriers as the result of the administration of the 
sulfadiazine. 

The free sulfadiazine blood levels were determined 
in the 4 carriers at varying intervals (table 2). In 
the two and six hour samples the blood reached the 
highest level, varying from 2.8 to 4.8 mg., then declined 
in twenty-four hours and was almost free in forty-eight 
hours. 

Two additional soldiers, carriers of type I, were 
subsequently treated by the 2 Gm. dose of sulfadiazine. 
One remained negative for a week, left the post and 
returned in thirty days when his cultures were again 
positive, but on typing the strain at this time belonged 
to type II. The other carrier was a heavy soldier 
weighing 220 pounds (100 Kg.). His blood level 
reached only 1.2 mg. The nasopharyngeal cultures, 
however, remained negative for eleven days after ther- 
apy and then again became positive for type I. A larger 
single dose of 4 Gm. of sulfadiazine was given. His 
blood level with this dose reached 5.1 mg. per hundred 
cubic centimeters and N. intracellularis again rapidly 
disappeared from the nasopharynx. 
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The present series is too small to justity the drawing 
of any conclusions. Further studies are necessary to 
determine the causes of the return of the carrier state. 
Inadequate dosage may be the most frequent factor 
when the single dose of 2 Gm. is given without regard 
to body weight. Under crowded conditions reinfection 
may reestablish quickly the carrier state by introducing 
other strains of Neisseria. However, local factors such 
as infections of the nose and accessory sinuses should 
be investigated in instances in which the same type 
or another type of N. intracellularis persists or recurs 
repeatedly. 

SUMMARY 

Carriers of N. imtracellularis given a single dose of 

Gm, of sulfadiazine rapidly become free of these 
organisms in nasopharyngeal cultures in twelve to 
twenty-four hours. The carrier state may return by 
the appearance of another type of N. intracellularis or 
of the same type if the dose is not adequate. 


ASEPTIC NECROSIS OF THE EPIPH- 
YSES AND SHORT BONES 


ROENTGEN STUDIES 


HOWARD P. DOUB, M.D. 
DETROIT 


Areas of necrosis involving the epiphyses and also 
the primary centers of ossification in certain of the short 
bones have been described by different observers. 
Unfortunately in most instances the lesion has come 
to be known by the name of the original observer. This 
has the disadvantage of giving no hint as to the under- 
lying pathologic process and, further, of implying that 
in each instance we are dealing with an independent 
disease which bears no relation to the others in the 
series. These diseases have been known also under 
more general headings such as epiphysitis, osteochon- 
dritis and subchondral necrosis. It is now generally 
accepted that they all represent the same underlying 
pathologic process, although there is no general agree- 
ment as to the exact etiologic agent. 


ETIOLOGY 

Several theories have been advanced to explain the 
occurrence of areas of necrosis in the short bones and 
epiphyses. Endocrine dysfunction has been suggested. 
Infection has been demonstrated at the time of opera- 
tion in a number of cases, but certainly this is not true 
in the vast majority, while clinical evidence of infection © 
is minimal or, for the most part, nonexistent. A history | 
of trauma is often obtained, and many authorities have 
leaned strongly toward this as the etiologic agent. There 
is, indeed, supporting evidence for the traumatic theory 
in certain cases. It is well known that aseptic necrosis 
of the capital epiphysis of the femur may ensue after 
closed reduction of a congenital dislocation of the hip 
and may closely follow the usual course of osteochon- 
dritis deformans juvenilis. In most examples of 
Osgood-Schlatter’s disease of the tibial tuberosity there 
is a history of previous injury and, in Freiberg’s necrosis 
of the metatarsal, trauma of some degree is associated 
with nearly every case. Those who advocate the trau- 
matic theory are divided as to the pathologic changes 


. From the Department of Roentgenology, Henry Ford Hospital. 

Read before the joint meeting of t section on yon! Surgery 
and the Section on Radiology at the Ninety-Fourth Annual Session of the 
American Medical Association, Chicago, June 16, 1944. 
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involved. Many believe that a vascular occlusion is 
produced by the trauma, shutting off the blood supply 
to the involved epiphysis, with subsequent necrosis. 
Others attribute the necrosis to an embolic vascular 
occlusion. 

PATHOLOGY 

Because of the nature of the disease, which is usually 
mild and self limited, there is a scarcity of pathologic 
reports based on biopsy material. The general trend 
in recent years, however, is to consider these lesions 
under the heading of aseptic necrosis. This is largely 
due to the work of Axhausen, who believed that there 
is actual death of the ossifying nucleus of the developing 
epiphysis or short bone. This is followed by fragmen- 
tation, irregular absorption and finally replacement by 
means of so-called creeping substitution or recalcifica- 
tion. 

Phemister! states that in children aseptic necrotic 
bone is nearly always completely replaced by new bone 
and that the replacement proceeds more rapidly than 
in adults. He adds that, as a result of pathologic studies, 
it has been learned that in necrosing lesions of the 
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frequently obtained, but not with sufficient constancy 
to establish it as an etiologic factor. The disease is 
usually unilateral but may involve both femurs. 

Pain is often the first symptom and may be referred 
to the knee. Limping is a cardinal sign. There is 
always some limitation of motion, particularly of out- 
ward rotation of the femur. There may be muscular 
atrophy and a feeling of thickening of the periarticular 
The symptoms may at first be inconstant 
and frequently disappear with simple rest in bed. 

The roentgen picture is diagnostic when the lesion 
is well developed. It varies considerably in the different 
stages of the disease, thus affording an index as to the 
progress of the degenerative and reparative processes. 
The earliest stages are seen infrequently, but Walden- 
strom? reports cases in which the only change present 
was a slight flattening of the capital epiphysis. This 
was shown to much better advantage in the lateral 
view, since it was the upper anterior portion of the 
bone which was necrotic. Occasionally also there is a 
very thin faintly distinguishable line concentric with the 
superior border of the epiphysis, indicating the chondro- 


+ 1 (case 1).—Earliest stage of Legg- Fig. 4 (case 1).—Five cr eed later. Con- Fig. 3 (case 1).—Four months later. 
Perthes’ disease. Siightly lessened at sidera necrosis of and meta- of eprphysis with  irreg 
outer margin of epiphysial line and along physis. ieaee of increa Fonality in capital necros Continued necrosis of the metaph- 
superior margin of capital epiphysis. epiphysis. 


epiphyses during the growth period the cartilage may 
show evidences of nutritional disturbance in places, but 
in large part it remains alive and may become thicker 
than normal, taking part in further epiphysial growth 
after the necrotic bone has been replaced. 


CLINICAL SIGNS 


The clinical signs of aseptic necrosis will not be 
described here in detail, but’ some reference will be 
made to them in the ‘description of the disease as it 
_manifests itself in various locations. . Usually there is 
a history of mild or moderate pain, with limping if the 
involvement is in a weight bearing area.. The patient 
is not acutely ill, and often there is no other complaint. 
The involved area is tender. to palpation, and there may 
be restriction of normal motion. When. the spine is 
curve. 


OSTEOCHONDRITIS DEFORMANS JUVENILIS, OR 
LEGG-PERTHES DISEASE 
Osteochondritis deformans juvenilis—so-called Legg- 
Perthes disease—affects the femoral head in children 
between the ages of 3 and 12 years. It is predomi- 
nantly a disease of boys, and a history of trauma is 


1. Phemister, D. B.: Chonan in Bones and Joints Resulting from 
Interruption of Circulation: General Consideration and Changes Resulting 
from Injuries, Arch. Surg. 41: 436-472 (Aug.) 1! 1940. 


ysis. 


osseous junction, with subchondral bone resorption 
beneath it. 

Gill,* on the other hand, is of the opinion that the 
earliest changes occur in the metaphysis of the neck 
of the femur, consisting of areas of decalcification. These 
vary in number and size and tend to coalesce to form 
a broad band across the entire metaphysis. In our 
cases I have usually found a simultaneous involvement 
of the epiphysis and metaphysis. This often consists 
of an area of slightly lessened density near the outer 
margin of the capital epiphysis and the adjacent area 
of the metaphysis. 

As the lesion progresses there is a concomitant necro- 
sis of the capital epiphysis and the adjacent metaphysial 
area. Fragmentation often occurs, with patches of 
decalcification and sometimes isolated areas of increased 
density in the epiphysis. The epiphysial decalcification 
may proceed until only fragments of calcific material 
remain. In other cases the epiphysis is compressed and 
flattened but correspondingly widened in its lateral 
diameter. This stage of degeneration usually runs about 
eighteen months, but the period will vary somewhat 


according to the presence or absence of adequate 
therapy. 


2. Waldenstrém, H First Be of Coxa Plana, J. Bone & 
Joint Surg. 20: 559- 366 Cul ) 1938 
3. Gill, A. B.: Legg-Perthes Disease of the Hip: Its Early Roent- 
genograp phic Manifestations and Its Cyclical Course, J. Bone & Joint Surg. 
013-1047 (Oct.) 1940 
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In the stage of recovery there is slowly beginning 
recalcification, with disappearance of the fragmentation. 
The dense islets are no longer seen, and a more uniform 
new bone formation occurs in the usual area of the 
capital epiphysis. In many cases the metaphysial 
lesions become recalcified earlier than those in the 
epiphysis. In cases with adequate treatment the stage 
of recovery usually extends over a period of two or three 
years. = 

The end result in most cases is a flattened head and 
widened neck of the femur. The acetabular cavity 
shows plastic changes, accommodating itself to the shape 
of the femoral head. In cases in which there has been 
a complete absence of weight bearing during the entire 
course of the disease, there may be an almost perfect 


restoration of the normal size and shape of the femoral 


head. a 

The etiology of Legg-Perthes disease has never been 
definitely established, but the general opinion is that 
it represents an instance of primary aseptic necrosis of 
bone. This is probably the result of a shutting off 
of the blood supply to the involved area, though the 
cause of the block is not definitely known. The fact 


Fig. 4 (case 1).—Four months later. Fi 
ecrosis with fragmentation of capital 
epiphysis. No reparative process visible. 
tive stage. 


that similar decalcification and fragmentation of the 
capital epiphysis sometimes develop after closed reduc- 
tion of a congenital dislocation of the hip suggests that 
trauma to the blood supply may be the cause of this 
group of cases. 

Case 1—J. L., a white boy aged 6 years, had been limping 
for the past month. He had had intermittent pain in the left 
leg and on one occasion was not able to, walk home from 
school. In addition to the mild limp on the left side, examina- 
tion showed limitation of complete abduction and also of internal 
and external rotation. 

Roentgenograms revealed very early bone changes with irreg- 
ular bone density in the head of the left femur, along the 
lateral margin of the capital epiphysis and also the metaphysis. 
These changes, together with the clinical findings, suggested 
early Legg-Perthes disease (figs. 1 and 2). 

The boy was treated by means of a walking caliper and 
restriction of activity, since complete inactivity could not be 
enforced. The fragmentation and necrosis became rather 
extreme, but in slightly over two years there was pronounced 
recalcification of the head of the femur (figs. 3, 4, 5 and 6). 
There was a residual flattening of the capital epiphysis, with 
thickening of the neck of the femur (fig. 7). 


SLIPPING OF THE UPPER FEMORAL EPIPHYSIS 


Slipping of the upper femoral epiphysis occurs during 
early adolescence, usually between the ages of 10 and 
16. There is no important difference in sex distribu- 
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tion. The disease is characterized by weakening of 
the bond between the capital epiphysis and the metaph- 
ysis, with subsequent displacement of the epiphysis 
posteriorly and inferiorly. 

The condition has been attributed to endocrine dys- 
function, trauma, osteomalacia, late rickets and other 
conditions. No one of these, however, has been proved 
to be consistently present. It is possible that the rapid 
growth at this period together with obesity arid the 
physical activity characteristic of this age group may 
play an etiologic role. 

These patients often complain of intermittent. pain 
and stiffness in the knee and thigh and have a notice- 
able limp. Fatigue is a prominent feature. There is 
limitation of internal rotation and abduction of the 
femur. 

All motions except extension are limited. After 
slipping of the epiphysis has occurred, the symptoms 
and signs usually become more pronounced. Shorten- 
ing may also be present. Symptoms may be manifest 
before any demonstrable displacement of the capital 
epiphysis has taken place, and it is in these cases that 


and one-half Vig. 6 (case 1).—Nine months later. Ex- 


tensive recalcification of epiphysis, showing 
continued improvement. 


a heavy responsibility rests on the roentgenologist to 
recognize what is sometimes spoken of as the preslipping 
stage. 

In this early stage the roentgen changes consist of 
varying degrees of decalcification of the portion of the 
metaphysis adjacent to the epiphysial line, which thus 
appears widened and irregular. This is often seen to 


Fig. 7 (case 1).—-Eleven months later. Residual flattening of head of 
femur and thickening of femoral neck. © 


better advantage on films made with the leg abducted 
and externally rotated and is especially noticeable on 
comparison with the normal hip. 

After slipping has taken place there is anteversion 
of the neck in relation to the epiphysis, followed by 
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upward displacement so that the epiphysis lies posteri- 
orly and inferiorly. The true relations are again dem- 
onstrated to better advantage in the semilateral view. 
Callus may occasionally be seen, depending on the stage 
of the disease. When treatment has been successful, 
there is usually complete ossification of the epiphysial 
line. In cases in which structural deformities persist, 
arthritic changes are likely to be present in later life. 


‘ 


Fig. 8 (case 2).—The anteroposterior view shows the head and neck of 
th r with very little evidence of abnormality. The lateral view 
indicates slight widening of the epiphysial line and beginning decalcifica- 
tion in the metaphysis. 


Case 2.—S. K., a white girl aged 12, was seen one week 
after the onset of pain in the right hip. The pain was noticed 
after walking some distance, but there was no history of injury. 
Examination disclosed slight limitation of internal rotation of 
the leg but no other abnormal changes. Roentgenograms were 
negative. Early slipping of the upper femoral epiphysis was 
suggested by the clinical examination. 

The patient was put to bed for three weeks but continued 
to have discomfort in the hip. She had a low grade fever 
during this period. A slightly irregular calcification was now 
demonstrable in the metaphysis of the femur just back of the 
epiphysial line, but there was no displacement of the epiphysis 
(figs. 8 and 9). 

Under continued observation at frequent intervals the patient 
appeared to improve clinically but showed little change roent- 
genographically. Four months after the first observation, how- 
ever, the symptoms flared up and roentgenograms revealed 


Fig. 9 (case 2).—Lateral views of both hips, showing early changes 
around the epiphysial line of the right femur. -~ 


definite evidence of slipping of the capital epiphysis. This was 
seen in the lateral view of the hip. The anteroposterior view 
showed very little change as compared with previous films 
(fig. 10). 

After a short period of observation a Smith-Petersen nail 
was introduced through the neck of the femur and into the 
capital epiphysis, causing fixation with practically no displace- 
ment of the epiphysis from its normal position. 
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Fourteen months after the original examination the patient 
walked without any limp and had no discomfort in the hip. 
There was shortening of the leg of about half an inch. Roent- 
genograms showed the epiphysial line almost completely closed 
by bony union. The capital epiphysis was in good position 
(fig. 11). 

OSGOOD-SCHLATTER DISEASE 

In Osgood-Schlatter disease the essential lesion is 
a necrosis of the epiphysis of the tibial tuberosity with 
a certain amount of disability. It is more common 
among boys than among girls. Most observers believe 
that trauma is the inciting if not the actual cause. 
Numerous instances of the disease have been reported 
in youths who have suffered multiple injuries—of more 
or less minor degree—while engaged in athletic contests 
and similar strenuous exercises. There are local pain, 
swelling, heat and definite tenderness to palpation, The 
findings, as a rule, are out of all proportion to the 
extent of the trauma, Indeed, there may be no history 
of injury. Motion of the knee is usually free, but there 
may be pain over the tibial tubercle when the knee is 
flexed. 

Roentgenographically, thickening of the patellar liga- 
ment at its insertion is a valuable sign, and films should 
be made of such quality that soft tissue detail is well 


Fig. 10 (case 2) — A and lateral views of hip, showin 
beginning displacement of the capital epiphysis—shown best in latera 
projection, 


visualized. Comparison films of the opposite knee are 
valuable. Sutro and Pomeranz * state that this swelling 
of the patellar ligament may occasionally be demon- 
strated before there is any clinical evidence of its 
presence. The tibial tuberosity appears to extend down- 
ward in a tongue-like process from the anterior surface 
of the proximal epiphysis, but usually there are separate 
centers of ossifieation for the tuberosity. In the presence 
of necrosis, fragmentation and irregularity in outline 
and density are observed, as a rule. There may be 
small caicified particles adjacent to the anterior surface 
of the tuberosity, extending into the patellar ligament. 
As the disease progresses, the fragmentation and dis- 
placement of the calcified particles may become more 
prominent and widespread. In some cases the calcifying 
tuberosity appears to be separated from the underlying 
metaphysis by a wider cartilage zone than is normally 
present. 

Considerable caution is needed in evaluating the bone 
changes in these cases, as a study of the knees of chil- 
dren in this age group will show a surprising variation 
in the development and calcification of the tibial tuber- 
osity. It is necessary to examine the clinical findings 
and in many cases to demonstrate the confirmatory 
thickening of the patellar ligament. 


4. Sutro, C. J., and Pomeranz, M. M.: Osgood-Schlatter’s Disease, 
Arch. Surg. 31: 807-812 (Nov.) 1935. 
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Treatment usually consists in conservative immobili- 
zation of the knee joint with relaxation of the patellar 
ligament. There may be a residual thickening and 
prominence of the tibial tuberosity. . 


Case 3.—T. G., a boy aged 13 years, had experienced pain 
in both legs just below the knees during the past month. This 
was accentuated by exercise, such as playing football, and 
definitely relieved by rest. Examination showed swelling and 
tenderness on palpation over both tibial tubercles but of slightly 
greater degree on the left. _There was no redness or other 
sign of an inflammatory process. 

Roentgenographic studies revealed thickening of the soft tis- 
sues over the epiphyses of both tibial tubercles with irregularly 
outlined epiphyses and loose calcified bodies in the soft tissues 
over the tuberosity on the left side (fig. 12 4). 

Under a protective regimen the symptoms and signs regressed 
(fig. 12 B) and the patient had no further trouble until he began 
playing football seven months later, when symptoms recurred 
over the right knee. After two months’ rest the symptoms 
again disappeared. 


KOHLER’S DISEASE OF THE TARSAL SCAPHOID 
In Kohler’s disease there is a necrosis or change 
in the ossification of the tarsal scaphoid. The condition 


occurs between the ages of 3 and 10 years, with a peak 
incidence at 5 and 6 years, and is more common in boys. 


Fig. 11 (case 2).—Anteroposterior and lateral views of hip ten months 
er nailing. Epiphysis shows very little displacement, and epiphysis is 
closing. 


It was first described by Kohler in 1908. Symptoms 
may be slight or even nonexistent. In some cases atten- 
tion is drawn to the condition by a swelling over the 
dorsum of the foot associated with local pain or tender- 
ness. Occasionally it may be discovered incidentally 
during routine examination of the foot. 

In these cases the ossification nucleus of the scaphoid 
is usually smaller than normal and much more dense 
than the other tarsal bones. It may retain its usual 
shape or be only slightly irregular in contour. The 
cartilage around it may be of normal thickness, so that 
there is no approximation of the cuneiform bones and 
the astragalus. The other tarsal bones usually present 
a normal appearance. Cases which have been followed 
show evidence of restoration to normal size and shape 
or only slight irregularity in outline and density after 
several years. A number of instances of bilateral 
involvement have been reported. 


Case 4.—T. G., a white boy aged 3 years, complained of pain 
in the foot. This had begun five months previous to admission 
and was attributed at that time to the wearing of tight shoes. 
Pain and associated swelling had persisted to such a degree 
that the child was unable to bear his weight on the foot. The 
swelling, however, had subsided gradually. The general health 
was good. 

Examination disclosed slight increase in local heat together 
with moderate redness over the scaphoid area. There was some 
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swelling in this region but very little tenderness on palpation. 
Active motion of the foot was free and relatively painless. 
Roentgenograms revealed arrest in development of the tarsal 
scaphoid with a considerable increase in density of the bone and 
swelling of the soft tissues over this area (fig. 13). 
Whitman foot plates were applied, and wighin a short time 
the swelling regressed and the pain and tenderness disappeared. 


Fig. 12 (case 3).—A, Osgood-Schlatter disease of the tibial tubercle. It 
shows thickening of the patellar ligament and calcified areas in the soft 
tissues. B, in ee months the swelling of the soft tissues showed 
regression and the calcification increased. 


FREIBERG'S INFRACTION OF THE SECOND 
METATARSAL 
The condition criginally reported by Freiberg in 1913 
as infraction of the second metatarsal was later described 
independently by Kohler and is sometimes known by his 


Fig. 13 (case 4).—Koéhler’s tarsal scaphoiditis. 
tarsal scaphoid with increased density. ft 
this area. 


Arrested development 
Soft tissue swelling around 


name. It is a disease occurring most frequently in girls 
between 10 and 15 years of age but may be seen in 
slightly older persons. The chief clinical symptom is 
pain over the head of the second metatarsal, especially 
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on pressure. In some cases there is a definite history 
of injury. There may be soft tissue swelling over the 
area. The heads of other metatarsals may be involved, 
but this occurs only rarely. The disease may be due to 
the increased length of the second toe, which renders 
it more liable to injury from ill fitting shoes. 


Fig. 14 (case 5).—Freiberg’s infraction of the head of the second 
metatarsal. It shows typical necrosis of the head the metatarsal, 
together with a similar involvement of the proximal phalanx of this toe. 


The roentgenographic appearances are characteristic 
and similar to those of aseptic necrosis in other areas. 
There are flattening and widening of the head of the 
second metatarsal with shortening. The articular sur- 
face is irregular in contour and shows increased density. 
The distal half of the shaft is thickened, with loss of the 
metatarsal neck. .The cortex may be thickened, as well 
as the circumference of the shaft. The proximal portion 
of the phalanx is flattened and usually shows broaden- 
ing. The articulation is broader than usual and may 
be strikingly irregular. Calcified loose bodies are some- 
times demonstrable in the joint capsule. 

A number of cases have been surgically explored, 
with subsequent pathologic study. In some cases there 
was a generalized thickening of the synovial membrane 
with no other macroscopic changes. In more advanced 
cases there were areas of subchondral necrosis of bone 
with necrotic lamellar spongiosa and irregular condensa- 
tion, The necrotic area was separated from healthy 
spongiosa by a dense zone of connective tissue con- 
taining scattered areas of new bone formation. 

Case 5.—G. P., a white man aged 20, complained of pain 


and tenderness of the second toe. There was no history of 
trauma. The condition had its onset two years previously 
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with swelling and pain over the area of the metatarsophalangeal 
joint. These symptoms were acute for one month, after which 
they partially subsided. Three months previous to examination 
they again became acute, and, while the patient was able to 
walk, the joint remained painful and tender. Examination 
revealed an area of swelling about the size of a quarter over 
the second metatarsophalangeal articulation. The skin over this 
area appeared normal. There was tenderness on palpation. 

Roentgenograms showed deformity of the second metatarso- 
phalangeal joint with increased widening and density of the 
second metatarsal and widening and deformity of the head of 
this bone. There was a similar involvement of the proximal 
end of the proximal phalanx of this toe (fig. 14). 


KYPHOSIS DORSALIS JUVENILIS 

Juvenile dorsal kyphosis was first described by 
Scheuermann * in 1920 and is commonly designated as 
epiphysitis or osteochondritis of the spine. It occurs 
at about the age of puberty with a peak incidence at 
15 to 16 years. The area most frequently involved is 
the middorsal spine, and there is often an associated 
rounded kyphosis in that area. Pain in the back, tender- 
ness to pressure and fatigue are characteristic features. 
The pain is aggravated by the erect posture and relieved 
by bed rest. 

On the roentgenogram the epiphyses appear of irregu- 
lar density and may show fragmentation. They are 
fuzzy and indistinct in outline. There may be an 
increase in the clear space between the epiphysis and 
the vertebral body. The latter shows irregular calcifi- 
cation along its superior and inferior surfaces and also 
becomes wedged anteriorly. These changes indicate a 


Fig. 15 (case 6).—-Dorsal kyphosis with irregularity of the vertebral 
peekiny and narrowing of the disks in a case of kyphosis dorsalis 
uvenilis. 


disturbance in epiphysial growth with interruption of 
the normal ossification. 

‘When proper therapeutic measures dre instituted 
there is a disappearance of the fuzzy outlines and an 


5. Scheuermann, H.: K Dorsali lis, Ugesk. f. 5 
ints Code. n yphosis salis Juvenilis, Uge leger 5: 
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increase in calcification of both the epiphyses and the 
vertebrae. In cases of minimal involvement there will 
be little residual deformity. Where the anatomic 
changes have been well defined there will be residual 
kyphosis of noticeable degree, and wedging of the 
vertebrae with irregularity along the margins will per- 
sist. The disks between the involved vertebrae also 
show narrowing. 


Beadle,® in his monograph on the intervertebral disks, 
points out that in the specimens collected by Schmorl 
many of these adolescent kyphoses were associated with 
prolapses of the disks in the nucleus region in the lower 
dorsal and lumbar areas. These prolapses tend to 
involve symmetrical areas in adjacent vertebrae occur- 
ring in a straight row one above the other and pre- 
senting a characteristic appearance. They are not 
similar to the prolapses seen in the adult spine, where 
the distribution is uneven. There is an associated 
kyphosis of varying degree in the lower dorsal area, 
with a corresponding lumbar lordosis. Beadle attributes 
the condition to a developmental error with defects in 
the cartilage plates, which are likely to give way under 
excessive strain or exercise. These defects allow pas- 
sage of the nuclear material into the vertebral spongiosa. 
If the excessive exercise is not stopped at this point 
the process goes on to its final phase, a definite growth 
disturbance, 

The different points of view as manifested first by 
Scheuermann, who believed that these cases represent 
osteochondritis analogous to similar lesions in other 
parts of the body, and later by Schmorl and Beadle, 
who believed that these lesions are secondary to pro- 
lapses of the disks in the nucleus region, have led to 
some discussion and controversy. I feel that lesions 
of both types may occur in different patients, depend- 
ing on anatomic defects and other factors. » 


Case 6.—H. S., a white girl aged 15 years, first seen in 
1936, stated at that time that she had struck her back in a fall. 
She denied any previous back complaint. Examination showed 
that the patient -was overweight, with exaggeration of the 
dorsal curve and a slight kyphosis in the cervicodorsal area. 
She complained of pain on palpation and percussioh over the 
lower cervical and middorsal areas. Flexion of the spine was 
limited, and there was moderate muscle spasm. 

Roentgenograms of the spine showed a definite rounded dorsal 
kyphosis with irregularity in contour involving the vertebral 
bodies in the mid and lower dorsal areas and the lumbar area. 
There was also narrowing of the disks between most of these 
vertebrae. The vertebral epiphyses were ragged and irregular 
in appearance. Several of the vertebrae showed evidence of 
Schmorl’s nodes. 

Examination two years later showed the same rounded dorsal 
curve. The epiphyses were partly calcified, and the vertebral 
margins showed a residual irregularity. Some of the inter- 
vertebral disks were narrowed (fig. 15). 


COMMENT 


In this discussion I have attempted to correlate the 
findings in aseptic necrosis as it involves the developing 
epiphyses and the primary centers of ossification in cer- 
tain of the short bones. Short descriptions are given 
of the salient points of some of the more commonly 
observed lesions. As the process may involve any of 
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the developing epiphyses, only brief mention of the 
various areas has been possible. 

The etiology of aseptic necrosis is a fascinating prob- 
lem, but no general agreement as to this phase of the 
subject has been reached. That some form of trauma 
with secondary vascular occlusion of the involved area 
is responsible is held by many. Embolic occlusion has 
also been mentioned as a cause, and endocrine dysfunc- 
tion has been invoked by others. 

The pathologic process probably involves actual death 
of the ossifying nucleus, followed by fragmentation, 
irregular absorption of the involved bone and replace- 
ment by so-called creeping substitution or recalcification. 
This is*the same process that has been observed in 
adults, in°whom aseptic necrosis is being increasingly 
recognized. The cartilage is in most instances not 
involved in the process. In general, the clinical findings 
are not prominent or acute and there may be no‘ com- 
plaint except for slight pain and limping. There may 
be restriction of motion of the involved part. . 

_The roentgen examination has been of the greatest 
aid in the study of the changing pathologic picture in 
these cases, as by this method it is possible to demon- 


Aseptic Necrosis (Partial List) 


Primary Centers 
Vertebral body (Calvé 1925) 


Secondary Centers 


Vertebral epiphysis (Scheuermann 1921) 
Sternal end of clavicle (Friedrich 1924) 
Head of humerus (Hass 1921) 
Capitellum of humerus (Panner 1927) 
Head of radius (Brailsford 1935) 
Semilunar, adult (Kienbéck 1910) Ulna, distal (Burns 1931) : 
Head of. metacarpals (Mauclaire 1927) 
lliae crest (Buchman 1925) 
Pubie symphysis (Van Neck 1924) 
Ischiopubie junction (Oldberg 1924) 
Head of femur (Legg 1910) ; 
Trochanter of femur (Monde Felix 1922) 
Patella (Sinding-Larsen 1921) 
Head of tibia (Ritter 1929) , 
Tubercle of tibia (Osgood, Schlatter 1903) 
Os ealeis (Sever 1912) 
Metatarsals (Freiberg 1914) 


Carpal scaphoid (Preiser) 


Patella (Koéhler 1908) 
Astragalus (Mouchei 1928) 
Tarsal scaphoid (Kéhier 19C8) ¢ 


Medial cuggiform (Busehke 1954) 


strate the early evidences of decalcification, the subse- 
quent necrosis and finally the signs of repair. In the 
earliest stages there are usually small areas of lessened 
density which under observation increase in extent and 
intensity. The epiphysis becomes fissured and frag- 
mented and fuzzy in outline, with a ragged appear- 
ance. Areas of dense necrotic bone are visualized. The 
process may involve both the epiphysis and the metaph- 
ysis, and the former may be compressed and flattened. 
In the stage of regeneration or recovery there is a 
gradual loss of the osteoporosis with absorption of the 
dense necrotic, bone in the epiphysis. This is followed 
by slowly advancing replacement of the necrotic bone 
by recalcification, which proceeds until there is complete 
bony restitution. 

The amount of deformity of the restored bony con- 
tour will depend on many factors, including the stage 
at which it was first recognized and adequate treatment 
was applied. The duration of treatment also plays a 
role. Some patients refuse to allow the involved part 
adequate rest after the symptoms have disappeared. 
It should be recognized that there is a definite lag in 
bony replacement as compared with the disappearance 
of the symptoms. Many patients have a definite sense 
of well being at a time when the roentgenograms still 
show necrosis and very little evidence of regeneration. 

2799 West Grarid Boulevard. 
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THE CLINICAL DIAGNOSIS, TREATMENT 
AND PROGNOSIS OF EPIPHYSIAL 
DISTURBANCES IN CHILDHOOD 


WALLACE H. COLE, M.D. 
ST. PAUL 


The etiology of epiphysial lesions is not clearly 
understood, and it is impossible with our present 
knowledge to classify these disturbances except on an 
anatomic basis, although there are some who feel that 
an endocrine dysfunction underlies most, if not all, of 
the group under consideration. However, a discussion 
of the etiology does not come within the scope of this 
paper. The name osteochondrosis has been applied, in 
the Standard Nomenclature of Disease, to most of the 
conditions involving growth centers the etiology of 
which is obscure or at least on which there is no unified 
opinion as to the cause, and our older and more familiar 
terms must be sidetracked for purposes of classification 
and filing if not otherwise. 

The epiphyses throughout the body have, of course, 
a very regular and constant anatomic position, and their 
ossification is also constant for any particular location. 
Some, a very few, show centers already present at 
birth, while others may remain completely cartilaginous 
until puberty, and it is an understanding of these differ- 
ent periods of development which forms a basis for the 
recognition of any pathologic condition which may 
supervene, 

In reviewing the cases with epiphysial disturbances 
from a rather large children’s service, followed over a 
number of years, it was evident that, aside from lesions 
of the hip, knee and spine, these disturbances are fairly 
rare and relatively unimportant. The more common 
conditions will therefore be discussed first, but the 
radiographic changes and findings, so vitally important 
in making a definite diagnosis, will not be touched on 
as Dr. Doub has covered this part of the subject. 

So much has been written about osteochon@rosis of 
the head of the femur (Legg-Perthes disease) that in 
late years, in my experience, it has been rare to see a 
case which has not been diagnosed already by the family 
_ physician, although many cases on account of the mild- 
ness of the symptoms are allowed to go for many 
months by the parents before medical advice is sought. 
There have been more cases with infectious conditions, 
including tuberculosis, which have been diagnosed as 
Legg-Perthes disease than the reverse. Some cases 
certainly are never seen by a doctor and some may 
present such minor symptoms that when in later life 
a deformed hip is found because of developing disability 
no history of earlier trouble can be obtained. This 
has been seen by me in recruits when active physical 
training has brought out an insufficiency of the hip 
joint never before suspected. It is this insidiousness 
of onset which is largely responsible for the delay in 
proper treatment in many cases, and not neglect on 
the part of the parents or the physician. 

Most cases can be diagnosed clinically with a fair 
degree of certainty, but the roentgenogram must decide 
in the end, if no mistakes are to be made. The condi- 
tion is found predominantly in boys, and an exami- 
nation of many reports shows that probably around 
85 per cent of all patients are males. They are seen 
as young as 3 years of age and up into the. teens, 
although an onset after 12 years is very rare. The 
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first symptom in a typical case is usually a limp which 
develops as the day goes on but is absent after rest 
and on first getting up in the morning. This limp is 
soon accompanied by tiring and discomfort, the latter 
of which may become definite pain, with reference to 
the region of the knee, at times. The symptoms, all 
relieved by rest at first, gradually become more per- 
sistent and constant, and definite disability of the hip 
results. Usually, if the parents wait until this time 
before seeking medical aid, there has already developed 
some deformity of the upper end of the femur. Exami- 
nation shows, even early in the disease, that there is 
limitation of the rotations, especially internally, and of 
abduction. Flexion usually remains free, but there may 
be a slight limitation of hyperextension of the hip, dis- 
cernible if the test is made with the patient lying in the 
prone position. Forcing all motions may cause dis- 
comfort or even pain. Later findings may be atrophy 
of the thigh muscles and glutei and some shortening. 
As already mentioned, the roentgenogram will be the 
final evidence needed to insure the diagnosis. 

The orthopedic treatment of osteochondrosis of the 
hip, if this term must be used, is based on the fact 
that the head of the femur is softened by the under- 
lying pathologic condition and will become deformed 
if pressure is placed on it. Consequently, non-weight 
bearing is the first requirement of therapy. How this 
can be applied depends on the circumstances ‘under 


which the patient is seen and the social and economic 


background. The ideal is to place the child in bed with 
light weight and pulley traction attached to the leg 
of the involved side so that absolutely no weight bearing 
is possible, and to continue this for months, or in some 
cases years, until the roentgenogram shows that healing 
has taken place. If the patient can be controlled 
properly the traction can be dispensed with toward the 
end and with some children may not be necessary from 
the beginning. I have found that in the later stages 
free motion of the hip and leg, with the body held 
firmly on a Bradford frame, seems to help prevent 
atrophy and apparently does no harm. As it is 
impossible to keep all children with this lesion in bed 
for the length of time needed to allow healing to take 
place, some substitutes must be found for the ideal. 
The ring-caliper splint has been found to be satis- 
factory in this regard, and weight bearing through the 
hip can certainly he cut to a minimum if the splint is 
well fitted. Results with a large number of cases 
treated in the outpatient department by this method 
have been very satisfactory. In the more acute cases 
the brace, instead of being fastened to a ferrule in the | 
shoe, is extended to a foot piece or patten below the 
shoe, with the shoe on the normal side built up to 
equalize the length of the two sides. Crutches can be 
used to relieve some of the brace pressure on the 
tuberosity of the ischium, if desired. Complete fixation 
of a hip joint in plaster of paris is never indicated, 
unless si purposes of transportation. 

The general treatment should consist of those mea- 
sures necessary to keep the child in good health and 
the use of thyroid. It has been claimed that with 
early recognition of this condition adequate thyroid 
therapy will eliminate the necessity for protective treat- 
ment, but even if thyroid will hurry the healing process, 
and my limited experience makes me feel that it does, 
it is certain that non-weight bearing is essential aiso 
until the bone is firm enough to assume its full function. 

The protection, of whatever kind, must be continued 
until the roentgenogram shows that the cycle of the 
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lesion has been completed and healing has taken place, 
and then gradual resumption of full activity can be 
allowed. There can be little doubt that a practically 
normal hip will result if the case has been seen early 
and proper protection has been used. Certainly further 
deformity of the head of the femur can be prevented, 
but it is questionable whether that deformity which is 
already present when the patient is first seen can be 
overcome. Those who show flattening and broadening 
of the capital epiphysis at the first examination will 
probably always have some distortion of the hip and 
a disability which, although negligible or absent at 
first, will become greater as the age increases. Even 
with the apparently perfect recoveries there will be 
a tendency toward the development of a degenerative 
arthritis in later life. 

Slipping of the proximal femoral epiphysis is a lesion 
which will sometimes be confused clinically with osteo- 
chondrosis of the hip, but it presents enough char- 
acteristic symptoms and findings to differentiate it 
definitely from any other lesion. Here again so much 
has been written on the subject that only the most 
important factors need be reviewed. The condition 
occurs about twice as often in boys as in girls, and 
in close to 70 per cent of the cases the general body 
build is that which is frequently described as the 
Frohlich type of individual, that is, the somewhat over- 
grown child with excessive subcutaneous fat, flabby 
muscles and genital hypoplasia. The smaller percentage 
of patients are apparently physically normal children 
or the tall and thin, rapidly growing type. The onset 
‘is usually very gradual with intermittent tiredness, dis- 
comfort and limp, which soon become more constant 
and are accompanied by stiffness of the hip joint. There 
may be pain in the knee early as with any pathologic 
condition of the hip joint. | 

Examination shows the extremity in some external 
rotation with a definite limitation of internal rotation 
and abduction. When the thigh is flexed on the trunk, 
it tends to go into external rotation and abduction, but 
hyperextension may be even freer than on the normal 
side. Palpation frequently reveals some apparent thick- 
eming over the joint, anteriorly. In all but the earliest 
cases there will be some shortening of the extremity, 
with elevation of the trochanter above Nélaton’s line. 
All of these symptoms and clinical findings are due to 
a gradual slipping and rotation of the femoral head 
@ 
downward and backward on the neck. Following some 
injury or sudden motion, immediate and complete dis- 
ability of the hip may occur as the result of acute 
slipping of the epiphysis from the neck, but the history 
will usually show that the prodromal symptoms were 
present long before. 

The x-ray appearances in the usual case of slipping 
femoral epiphysis are typical of the condition in all 
stages, and even in the earliest case the films will con- 
firm the clinical diagnosis if they are well taken and 
a lateral view is included. The lateral view is abso- 
lutely essential if mistakes are not to be made. 

The prognosis for a normal or near normal hip is 
good only if the case is seen and diagnosed in the early 
stages with no delay in instituting proper treatment. 
Older cases all show some disability, sometimes of a 
pronounced degree. 

Treatment, in addition to the use of thyroid or other 
endocrine product, is aimed at correction of the 
deformity and the prevention of further slipping after 
this has been accomplished. There is no unanimity of 
opinion as to the best methods for accomplishing these 
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aims, but as time goes on I find myself becoming thera- 


. peutically more and more conservative in the approach 


to these cases. Strong skeletal traction will reduce most 
of the acute slips and many of the chronic ones, 
although one must not expect to get a perfect contour, 
as the changes which take place in the shape of the 
neck and head and of the epiphysial disk during the 
gradual development of the lesion do not allow reposi- 
tion with absolutely normal relationship of parts. In 
cases in which approximate reduction is obtained, and 
this may take several weeks, or in very early cases in 
which the slipping is as yet minimal, either lighter 
traction must be maintained until the epiphysial line 
closes or fixation of the head must be assured by 
operative means. Multiple drilling, sliver bone grafts 
through drill holes, a large bone graft, the Smith- 
Petersen nail and vitallium screws have all been used 
for this purpose and each has its advocates. There 
is probably not much choice between them, but it should 
never be forgotten that the operation, of whatever type, 
is only a means to an end, and that end is union of the 
epiphysis to the neck, Until this has taken place, recur- 
rent slipping may happen at any time. 

If reduction cannot be obtained by traction, one must 
decide whether to manipulate the hip, perform a radical 
operation immediately or wait until fusion of the 
epiphysis has occurred in the deformed position and 
I have seen 
some excellent results from manipulation but many 
more poor ones, with stiffness amounting almost to 
ankylosis and not infrequently aseptic necrosis of the 
head. The same is true of open reduction of the head 
and of wedge osteotomy of the neck and I am therefore 
inclined to postpone radical treatment in these cases 
until a trochanteric osteotomy can be performed. In 
the meaniime, progression of the lesion must be stopped 
by recumbency, with or without traction, or by the 
use of an efficient ring-caliper splint. The osteotomy 
will at least partially correct the deformity and will 
obviate the danger of further intra-articular pathologic 
change. Arthritic changes will, however, certainly 
appear later in life under any circumstances, although 
the nearer to normal the weight bearing lines can be 
placed the later will these changes occur. Radical 
treatment may be called for at this time if the disability 
becomes too great. 

Disturbances of the epiphyses other than at the hip, 
which come under the classification of osteochondrosis, 
are of relative unimportance once the diagnosis has 
been made, but great care should always be taken to 
rule out more severe conditions with which they may 
be confused. 

Vertebral epiphysitis, a condition in the spine proba- 
bly analogous to poe Portes disease in the hip, does 
not occur until puberty, as the epiphysial plates of the 
vertebral bodies develop at that time. Most cases are 
seen in boys between 14 and 17 years of age and the 
smaller group in girls somewhat earlier. There are 
backache and fatigue, with the gradual development of 
a rounded dorsal kyphosis. Only rarely is there any 
actual pain. Tuberculosis of the spine is the main 
lesion that must be ruled out, and the lack of acute 
symptoms and the rounded curve are the distinguishing 
differences. The roentgenogram makes the diagnosis 
clear. With no treatment the rounding of the spine 
may increase, but in the end this deformity is the 
only symptom, and as the spinal epiphyses may not 
unite to the bodies until early in the twenties there 
can be progression up to this time. Eighteen year old 
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boys with this condition therefore should not be 


accepted into the armed services, but after the epiphyses. 


have united the deformity itself, unless very severe, 
should be no drawback. If seen and recognized early, 
part of the deformity, at least, can be prevented and the 
symptoms alleviated by recumbency, plaster of paris or 
brace support and active muscular exercise tending to 
strengthen and straighten the back. 

Osteochondrosis of the tuberosity of the tibia 
(Osgood-Schlatter disease) is a fairly common condi- 
tion seen usually in active adolescent boys which fortu- 
nately leads to no permanent disability. There is some 
thickening of the tubercle, with tenderness on pressure 
over this point and discomfort or pain on active use of 
the knee. Treatment aims to relieve the symptoms by 
rest and lessening of the pull on the patellar tendon, 
and thyroid may also be given. Strapping, splints and 
plaster of paris can be used but recovery occurs in all 
cases regardless of the therapy. Many cases are over- 
treated. 

An osteochondrotic lesion similar to that at the tibial 
tubercle is found in the heel, the so-called apophysitis of 
the os calcis. Reducing the pull on the achilles tendon 
by raising the heel of the shoe is usually all the therapy 
needed, although in acute cases a short period of com- 
plete rest may be required at first. Healing’ always 


takes place and there is never any residual disability. 


The other epiphysial disturbance in the foot of any 
importance is the involvement of the head of a meta- 
tarsal, almost always the second, with an osteochondro- 
sis (Kohler’s disease, Freiberg’s infraction). Rest and 
protection relieve the symptoms quickly, and no dis- 
ability results after the epiphysis has united. A full 
length steel in the sole of the shoe or an anterior arch 
bar usually is sufficient treatment. The lesion in the 
tarsal navicular to which Kohler’s name is given, 
although similar in pathology, treatment and prognosis, 
is not, of course, in an epiphysis. 

Time does not permit a discussion of the various 
epiphysial lesions which are due to congenital defects, 
definite infections and acute injury, which properly do 
not come under my subject but which must always be 
considered in making a differential diagnosis. If the 
possibilities are always kept in mind, the clinical and 
roentgenologic findings should make most diagnoses 
fairly certain. 
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ABSTRACT OF DISCUSSION 


ON PAPERS OF DRS. DOUB AND COLE 

Dr. W. Epwarp CHAMBERLAIN, Philadelphia: Cloward and 
Bucy (dm. J. Roentgenol. 38:681 [Nov.] 1937) showed that 
there is a high incidence of spinal extradural cyst in cases of 
kyphosis dorsalis juvenilis, and that when both of these con- 
ditions are present the former is the cause of the latter. I’m 
sure we all agree with Dr. Doub when he classifies Legg- 
Perthes’ disease of the hip, Osgood Schlatter’s disease of the 
tibia, Kohler’s disease of the tarsal, scaphoid and a score of 
similar involvements of other parts as manifestations of the 
same disease process differing only in location. For many years 
we have used the term “osteochondritis juvenilis” for all of these 
conditions, differentiating them from one another by adding a 
word or two for anatomic localization. Thus Legg-Perthes’ dis- 
ease becomes osteochondritis juvenilis of the hip; Kohler’s dis- 
ease becomes osteochondritis juvenilis of the tarsal scaphoid, and 
so on. We must question whether Dr. Doub’s terminology 
“aseptic necrosis,” should replace the older terminology, “osteo- 
chondritis juvenilis.” The proved cases of “aseptic necrosis” in 
bone, visualized for us by Dr. Phemister and his co-workers, 
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and well displayed in Dr. Henry K. Taylor's scientific exhibit 
at this meeting, show a very different gross pathologic and 
roentgenographic appearance. Dead bone retains its calcium 
content, and were the primary underlying early change in this 
condition actually an aseptic necrosis would we not see the 
x-ray appearance of that condition? Instead, as Dr. Doub has 
shown, we find foci of demineralization as the earliest visible 
change. Only in those cases in which impaction has taken place 
do we see anything reminiscent of Phemister’s aseptic necrosis 
picture, and in such cases the x-ray appearance is explained by 
the presence of the impaction. Dr. Doub’s paper presents an 
excellent and thoughtful review of this important entity. 
Whether the name which he asks us to accept for it will stand 
the test of time is open to some question. We must look to the 
histopathologist for the answer to that question. 


Dr. Frank R. Oper, Boston: I am not quite satisfied that 
these conditions should be called epiphysitis, especially in 
Scheuermann’s disease. There are four types of spinal verte- 
brae which may be observed by taking lateral x-ray films of 
newborn infants. First there is the normal shaped vertebra, 
second the egg shaped vertebra, of which there may be several, 
the condition being more prominent in the lumbar region than 
in any other, third there is the one with the incisura and fourth 
there is one with a disturbance of the vertebral plates and on 
the anterior superior*and inferior surfaces of each vertebra. The 
third and fourth types usually persist over a long period of time 
and may result in the so-called epiphysitis juvenilis, which is 
known as Scheuermann’s disease. These two conditions repre- 
sent a delay in the normal laying down of lime salts. The 
incisura defect is filled with fibrous tissue. Many of the cases 
in the fourth group show on physical examination an increased 
lumbar lordosis, and when the lumbar lordosis is increased the 
two curves above are always affected; that is, an increase in 
the normal kyphosis of the dorsal and a cervical lordosis of the 
cervical spine occurs. In most of these cases there is present a 
positive abduction sign and shortening of the posterior leg 
muscles. The pull of the contracted fascia of the thigh on the 
pelvis increases the lumbar lordosis and probably affects the 
spine, so that lime salts are not laid down as rapidly where 
there are no fascial contractures. Dr. Frank Dickson of Kansas 
City has done a fasciotomy in many of these cases, and the 
improvement on the so-called epiphysitis has been much more 
rapid than by many other methods. The point in the diagnosis 
of Legg-Perthes’ disease is that if one inspects the hips one will 
notice that the contour of the trochanter is much more prominent 
on the affected side than on the other. The best treatment of 
Legg-Perthes’ disease is the application of non-weight bearing 
splint in the singular cases and bed treatment in the double cases 
until the head shows signs of normal recovery. Otherwise, if 
these patients are allowed to bear weight, they may develop a 
misshapen head, acetabulum and a degenerative arthritis in 
people as young as 20. In a preslipped femoral epiphysis or a 


slightly slipped femoral epiphysis most of these patients will. 


make an excellent recovery if allowed to walk on a non-weight 
bearing splint. At the Children’s Hospital, Boston, Dr. William 
Green has treated a large series of cases of slipped femoral 
epiphysis by conservative measures, using balanced traction and 
Thomas splint. Operative methods do not always result in a 
normal useful hip joint. 


Dr. Datras B. Puemister, Chicago: As Dr. Doub men- 
tioned, Axhausen was responsible for the first descriptions of the 
pathology of most of these necrosing lesions occurring in. the 
epiphyses and short bones of children and adolescents. But aside 
from Kienbéck’s disease of the lunatum and Kohler’s disease 
of the metatarsals he did not report the condition in adults. In 
the past eight years it has been recognized with increasing fre- 
quency in the epfiphyses and shafts of the long bones of the 
extremities of adults. The lesion may occur singly or multiple 
in the epiphyses or shafts or in both locations. The essential 
pathologic change is blockage of the blood supply followed by 
necrosis of the bone without any evidence of infection in the 
necrotic area. The cause of the vascular blockage, whether local 
disease or embolism, was not known in about half of the reported 
cases; but in the remainder it was caisson disease, in which 
liberated nitrogen gas produced either embolism or, what 
appears less likely, direct pressure on the blood vessels within 
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the bone. As to diagnosis, the condition was long misinterpreted 
both pathologically and roentgenologically. The epiphysial 
lesions, nearly always confined to the heads of the femurs or 
humeri, are usually first recognizable in roentgenograms after 
the lapse of many months because of the breaking down of the 
weight bearing portions and of the density changes in the rest 
of the epiphysis due to creeping substitution of dead bone by 
new bone. The end result after some years is a deforming 
arthritis frequently containing osteocartilaginous loose bodies. 
The dead areas in the shaft undergo creeping replacement by 
new bone in their peripheral portions, but, if large, the central 
portions persist and undergo calcification, which makes them 
recognizable in roentgenograms because of increased density 
particularly about their margins. The changes are illustrated in 
the first autopsy reports published by Kahlstrom, Burton and 
myself seven years ago. 

Dr. H. P. Dovs, Detroit: The question is asked Where does 
the slipped epiphysis fit into this picture, and what @elation does 
it bear to the other diseases which have been described? In 
my opinion slipped epiphysis fits exactly into the general pic- 
ture of aseptic necrosis, having the same etiologic basis. Because 
of limitations of time discussion of this condition was omitted, 
but it will be included in the published paper. In a case of 
slipped epiphysis involving the capital epiphysis of the femur, the 
first sign is a slight, widening of the epiphysial line, which is 
most apparent on films made in the lateral projection (this view 
is also important in Legg-Perthes’ disease). As this widening 
of the epiphysial line increases in extent and irregularity, one 
should observe closely for the first signs of displacement of the 
epiphysis itself. It is unusual in these cases for the epiphysis to 
show necrosis, though this seems strange if the theory of dis- 
turbed vascular supply is to be accepted. It is true, as we all 
recognize, that the term aseptic necrosis is on trial. It is also 
true that the final result in aseptic necrosis of the developing 
epiphysis is different from that in the adult. The changes in the 
adult have been well shown by Dr. Peemiaeer) who has done a 
great deal of work on this problem. 

Dr. W. H. Core, St. Paul: There are two things mentioned 
by Dr. Ober that I should like to reemphasize. First, I don't 
believe anybody knows whether all of these conditions belong 
together or not. That is the reason why those responsible for 
the Standard Nomenclature of Disease use the word “osteo- 
chondrosis,” in which they have put these cases, although not 
necessarily claiming that they all belong together. It is merely 
a convenient spot for them until the cause can be discovered 
and when we know whether they all belong to the same under- 
lying condition or whether they are separate entities. Another 
point is that since we have started taking multiple x-rays of 
children who have epiphysial lesions every once in a while we 
do pick up lesions in other spots. K6hler mentioned finding it 
in the patella and in the foot in the same case. If we examine 
all the bones, we might find changes in other epiphyses which 
may not be giving any clinical symptoms. 
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Number of Hospital Beds in Korea.—In 1938 there were 
149 hospitals in Korea. Four were large government institu- 
tions under the direct control of the government general, 50 
were public establishments maintained by individual provinces 
or municipalities, approximately 20 were Christian mission hos- 
pitals and the remaining ones were private institutions, at least 
two thirds of which were owned by the Japanese. The large 
government and mission hospitals are located in the few impor- 
tant centers, and the provincial and mission hospitals, along with 
the private institutions, provide a network of small but well 
distributed plants throughout most of the peninsula. In addition 
to the hospitals mentioned there are numerous small so-called 
hospitals scattered over Korea; they have no beds and are 
essentially physicians’ offices or dispensaries. On the basis of 
a population of 24,000,000 there is 0.3 hospital hed per thousand 
of population (United States, 9.7 per thousand of population). 
Obviously, such a number of beds is grossly insufficient for the 
needs of the local people—Simmons, James S., and others: 
Global Epidemiology, Philadelphia, J. P. Lippincott Company, 
1944, 
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OF MEDICAL AND 
BLUE CROSS PLANS 


LESTER H. PERRY 
HARRISBURG, PA. 


One of the most important problems facing many 
prepayment medical plans concerns the manner in which 
they shall cooperate with Blue Cross organizations. In 
approaching this problem, we must first of all recognize 
the more basic problem we are all trying to solve. That 
problem is to equalize the financial impact of sickness. 
It is generally agreed that the answer to this problem 
lies in the application of the insurance formula to the 
cost of medical care. There is considerable disagree- 
ment, however, about how such an insurance plan 
should be administered. Some people believe that a 
compulsory. governmental plan is the answer. Others 
believe in the voluntary approach afforded by Blue Cross 
and medical prepayment plans. 

In order to win the support of the public for such 
voluntary plans, it is essential that these plans do a good 
job without delay. No one should be deluded about the 
present success of these voluntary efforts. The Decem- 
ber 1944 issue of Fortune magazine carries a feature 
article entitled “U. S. Medicine in Transition.” One 
of the conclusions reached by the editorial board of 
Fortune is that “Blue Cross is popular and solid but its 
scope of benefits is so limited that it can contribute 
little to the extension of medical care required by the 
country.” In many respects Blue Cross has done a 
remarkable job, but Blue Cross plans are only a partial 
answer to one small segment of the total problem. To 
date voluntary medical plans have provided an even 
less complete solution to another segment of the prob- 
lem. The vast majority of people are not members of 
either plan, and the combined coverage of the two 
plans still leaves large areas in the field of medical care 
untouched. 

The common goal of both Blue Cross and voluntary 
medical plans is to solve the basic problem more satisfac- 
torily than any government plan. In order to accomplish 
this goal, Blue Cross and medical service plans must 
work harmoniously and effectively together. If these 
plans work independently, each will continue to attack 
only a small segment of the basic problem. They will 
also encounter such difficult administrative problems 
as dual payroll deductions, confused public relations and 
uneconomical duplication of effort. If these plans work 
at cross purposes, they will merely fertilize the soil in 
which the seeds of federalized medical care are being 
planted. Mutual cooperation, therefore, is essential to 
the optimum success of both plans—Blue Cross as well 
as medical. 

Cooperation is a two way, give and take proposition. 
It requires adjustments on both sides and continued 
respect for the rights and privileges of both groups 
involved. In real cooperation there can be no attempt 
by either organization to dominate the affairs of the 
other. 

In general, the relationship between Blue Cross and 
medical plans follows one of these four patterns : 

A. No coordination of activities. Under this arrange- 
ment each plan operates independently of the other. 

B. Separate corporations and separate administrative 
staffs. Under this arrangement Blue Cross contracts to 
perform certain functions for the medical plan—usually 
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publicity, sales promotion, collection of premiums and 
service to member groups. The medical plan handles 
its own claims, its relations with the medical profession 
and its general books of account. The relationship 
between the two corporations is that of independent 
contractors. 


C. Separate corporations but identical administrative 
staffs. Under this arrangement medical service is 
administered completely by the Blue Cross plan. The 
medical plan exists in theory, but it has no personnel. 
The administrative staff of the Blue Cross plan serves 
also as the administrative staff of the medical plan. 


D. One corporation. Under this arrangement medi- 
cal service is included as part of Blue Cross coverage. 
The medical plan, as an independent organization, does 
not exist. 


Although some of the earliest medical plans did not 
originally contemplate joint operation with: Blue Cross, 
the advantages of mutual cooperation soon became 
apparent to all concerned. Consequently, all of the larger 
medical plans now cooperate with Blue Cross plans. 
In a few localities cooperation has reached the extreme 
of complete amalgamation. This is the case in Delaware, 
Chapel Hill, N. C., and Huntington, W. Va 

Most medical plans are coordinated with Blue Cross 
on the basis of arrangement B or arrangement C. The 
number of plans in each of these categories is about 
equally divided, but the number of subscribers covered 
by plans operating under arrangement B (separate cor- 
porations and separate administrative staffs) is approxi- 
mately three times the number covered by all other 
plans combined. 

There is practically no disagreement among those 
interested in either Blue Cross or medical plans with 
regard to the advantages of joint operation. The argu- 
ment centers around the degree to which Blue Cross 
should manage the affairs of medical plans. In Dela- 
ware, for example, the medical profession apparently 
believes that only one corporation is necessary. In 
Colorado, Massachusetts, New York and a few other 
places there are two corporations but the profession has 
apparently agreed to sacrifice separate administrative 
identity and to relinquish all executive management to 
the Blue Cross staff. Even in California, Michigan, 
New Jersey and Pennsylvania—which have the most 
moderate type of cooperative arrangement—the medical 
plans have turned over to Blue Cross management the 
responsibility for certain of their important functions. 

Since Blue Cross plans were in the field first and, 
as a consequence, had administrative organizations 
already set up, it was only natural that cooperation 
developed in the manner in which it did; namely, that 
Blue Cross organizations were engaged to perform 
certain services for medical plans. It would have been 
just as logical for medical plans to perform these ser- 
vices for Blue Cross had the order of precedence been 
reversed. 

The important fact to note, however, is that under 
all three methods of cooperation every concession 
required has been made exclusively by the medical plans. 
In an effort to combat a fast moving social trend which 
threatens to engulf both these voluntary efforts, even 
the most conservative medical plans have willingly 
entrusted to Blue Cross management the important 
functions of public relations, sales, premium collection 
and service to member groups. Blue Cross, on the other 
hand, has relinquished none of its authority or respon- 
sibility ; m fact, it has never been asked to do so. No 
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medical plan in our knowledge has ever proposed that 
it handle even the smallest fragment of Blue Cross 
activity. 

Concession and compromise on the part of medical 
plans are desirable in order to achieve unified public 
relations, single payroll deductions and economy of 
operation. However, many thoughtful physicians are 
sincere in their belief that it is neither necessary nor 
desirable for medical plans to surrender their corporate 
existence (as required by arrangement D) or their sepa- 
rate administrative identity and all executive manage- 
ment (as required by arrangement C). 

Medical leaders in the states of California, Michigan, 
New Jersey and Pennsylvania believe that cooperative 
arrangement B is the most desirable. Following are 
some of the more important reasons why they have 
reached this conclusion: 


ARGUMENTS FOR ARRANGEMENT B ( SEPARATE COR- 
PORATIONS AND SEPARATE STAFFS) 

1. It provides for unified public relations and thereby 
solves one of the basic problems of independent operation. 

2. It permits a single payroll deduction and thereby solves 
one of the most important practical difficulties of separate 
operation. 

3. It promotes desired economy of operation through the 
use of a single sales force and the joint collection of 
premiums. 

4. It allows for the assumption of active responsibility 
and authority by the medical organization in the operation 
of its own plan. This is a distinct advantage according to 
the conclusion of A. M. Simons and Nathan Sinai, as 
reported by the Committee on the Costs of Medical Care: 
“A comparative study of many health insurance systems 
seems to justify the conclusion that the evils of imsurance 
decrease in proportion to the degree that responsibilities, 
with accompanying powers and duties, are intrusted to the 
medical professions.” 

5. This type of arrangement is in successful operation in 
the two oldest and largest medical plans in the country— 
California and Michigan. 


The chief arguments against arrangement B, together 
with comments on these arguments, are as follows: 


ARGUMENTS AGAINST ARRANGEMENT B 
1. It is sometimes stated that in Michigan, which has the 
outstanding medical plan in the country, the two organiza- 
tions are not actually operating as separate units in accord 
with the terms of their current joint operations agreement. 


This statement has been categorically denied in 
recent communications received from officials of both 
plans in Michigan. The charge is a serious one, and— 
if true—it should be supported by evidence, none of 
which has been thus far produced. 


2. It is said that the trend is away from arrangement B 
and in the direction of arrangement C—complete Blue Cross 
management of medical plan administration. 


That assertion may be true, but it has no merit as 
an argument because trends can be either good or bad. 
There is, for example, a much more powerful trend 
toward a compulsory governmental plan for both hospi- 
talization and medical care. If we are simply to follow 
trends, why not follow that one? 


3. It is argued that arrangement B is not as economical 
as arrangement C 


This may be true to a small degree—perhaps 1 or 
2 per cent. But real saving in the cost of administration 
occurs between arrangement A (independent operation ) 
and arrangement B. Under arrangement B all! impor- 
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tant functions which would otherwise have to be dupli-. 


cated are administered by the Blue Cross plan, This 
includes publicity, sales promotion, collection of pre- 
miums and service to member groups, all jobs which 
would have to be done twice under independent opera- 
tion. But that is not true with claims, each of which 
has to be processed only once no matter who does the 
job. There must be a medical director with an adequate 
staff to handle medical claims, whether this work is 
done by the medical plan or by the Blue Cross plan. To 
combine the two claim departments may effect some 
slight saving, but it would never reach major propor- 
tions. 


4. Physicians, it is said, are not qualified to manage a 
business enterprise. 


Modesty is commendable, and it is wise to acknowl- 
edge human limitations; but such an admission on the 
part of the medical profession would carry self abnega- 
tion to unwarranted depths. The American Medical 
Association, most of the state medical societies and even 
the larger county medical societies conduct many enter- 
prises in which good business procedure is essential. 
Publication activities of these medical organizations— 
to mention only one feature of their work—involve 
millions of dollars annually; yet control of medical 
societies is vested in boards composed exclusively of 
physicians who discharge their responsibilities with suc- 
cess. The medical plans in California and Michigan are 
being operated successfully by physicians. 

Blue Cross boards are composed of educators, con- 
tractors, hospital administrators, physicians, philanthro- 
pists, bankers, politicians, merchants and representatives 
of a hundred and one other fields of human endeavor. 
Executives of successful Blue Cross and medical plans 
have likewise come from many fields, including account- 
ing, insurance, hospital administration, medical society 
work, the produce business, governmental service, the 
practice of medicine, sales, statistics and welfare work. 

Are contractors or bankers or politicians or merchants 
any better qualified to determine the policies of medical 
plans than the medical profession ? 

There is probably not a Blue Cross board member 
in the country who could manage the statistical depart- 
ment of his own plan. All such boards must buy legal 
advice, executive ability, actuarial knowledge, statistical 
training and a host of other specialized skills. Boards 
of directors composed of physicians can buy all these 
things just as easily as boards composed of laymen. 
Physicians are not expected to do the job of executive 
management themselves. 

5. The point is made that good business administration 
demands unified rather than dual authority. 


Every one agrees that single authority is a fundamen- 
tal of successful business administration. However, 
arrangement B provides for just that. Michigan Hos- 
pital Service, for instance, contracts with Michigan 
Medical Service to perform certain functions for the 
medical plan. Michigan Medical Service has no control 
over the employees of Michigan Hospital Service, which 
operates a clearcut, straight line organization headed by 
its executive director, who retains complete and exclu- 
sive authority with no interference whatever by the 
medical plan. The relationship between the two organi- 
zations is simply that of independent contractors. Real 


twin headed authority, which is admittedly unhealthy, 


exists only in arrangement C. 
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6. The fear is sometimes expressed that Blue Cross plans 
might jeopardize the good will of their subscribers if they 
act as the sales agency for medical service but do not also 
settle medical claims. 


The best proof that this fear is unjustified lies in the 
success of Michigan Hospital Service, whose officers 
wrote under date of Dec. 8, 1944 that “there has been 
no difficulty with Michigan Hospital Service subscribers 
because it does not process and approve the claims of 
Michigan Medical Service.” 

This method of cooperation, in fact, has enabled 
Michigan Hospital Service to become the second largest 
Blue Cross plan in existence. It ranked third nationally 
in net enrolment gain for the third quarter of 1944. 
These facts not only dispel apprehension about 
arrgngement B but, on the contrary, emphasize that. 
it operates to the advantage of the Blue Cross plan. 

There seems to be a tendency for most of the newly 
formed medical plans to follow cooperative arrangement 
C in their relationship with Blue Cross plans. Perhaps 
there are some advantages to this type of arrangement, 
but there are also insidious hazards involved which 
should be seriously considered. Following are the most 
important : 


HAZARDS IN ARRANGEMENT C (TWO 
CORPORATIONS, ONE STAFF) 


1. Arrangement C necessitates dual authority at the top, 
which is unanimously condemned. 


Under this type of arrangement the chief executive 
is in charge of both corporations and is therefore obliged 
to report to two boards of directors. He and his staff 
must serve two masters, and this has never been accom- 
plished to the satisfaction of all concerned. Such an 
arrangement may seem to work well for a brief period, 
but the test of time will reveal its inherent weaknesses. 

2. In actual practice, if the interests of the two organiza- 
tions do not exactly coincide, the executive and his staff will 
favor the dominant organization. 


In the beginning this would put the medical plan at 
a disadvantage ; later it might put the Blue Cross plan 
at a similar disadvantage. One condition is as 
unhealthy as the other, and neither should be permitted 
to develop. 


3. This arrangement creates a situation under which the 
Blue Cross plan, which provides none of the funds and 
underwrites none of the losses for the medical plan, spends 
all of the money and manages all of the activities of the 
medical plan. 


According to Jay C. Ketchum, executive director of 
Michigan Medical Service and former deputy insurance 
commissioner for the state of Michigan, such a condition 
would be intolerable to the medical plan. “Claim 
administration,” he says, “must remain in each plan 
for its own subscribers.” 


4. Arrangement C puts the medical plan at the mercy of 
any weakness in the management of the Blue Cross plan 
because—with no active organization whatever of its own— 
it has no other choice but to rely with pathetic impotence 
on the hospital plan with which it is associated. 


Blue Cross plans in general have done a good job, 
but neither their officials nor their staffs are immune 
to the weaknesses of other human beings. What oppor- 
tunity would the board of directors of the medical plan 
have under this arrangement to correct an unsatisfactory 
condition in the Blue Cross method of administering 
medical activities, particularly if the two boards dis- 


27 
5 


324 


agreed? To make the attempt may bring the organiza- . 


tions into a headlong clash. Ultimately the medical 
plan would have to acquiesce for the obvious reason 
that it would have no alternative. 


5. Arrangement C encourages the deterioration and ulti- 
mate dissolution of the medical plan. 


This is true because arrangement C is based on the 
fallacious theory that an organization can remain strong 
and vigorous when stripped of all activity and respon- 
sibility. That is just as impossible with a business 
organization as it is with a physiologic organism. To 
be sure there will be a theoretically active board of direc- 
tors for the medical plan; but the organization they 
represent will. be teamed with a stronger one which 
shoulders all the burdens of both. In that rarefied 
atmosphere the members of the board of the medical 
plan will lose interest because of lack of responsibility. 
Their participation will gradually become more and more 
passive, and the medical plan itself will atrophy like a 
muscle from inactivity. The final result will be complete 
absorption by Blue Cross. 


6. The gravest danger of arrangement C is its irrever- 
sible finality. 


Theoretically any of the four arrangements can be 
tried experimentally and, if found unsatisfactory, dis- 
carded in favor of another method of coordination. 
Unfortunately, however, it does not work out this way 
in actual practice. Modifications in the direction of 
increased Blue Cross control can be made easily, but 
modifications in the other direction are difficult and, 
once large volume is achieved, virtually impossible. 

In Michigan, for example, arrangement B is in effect. 
It would be a simple matter, administratively speaking, 
to change to arrangement C or even to arrangement D. 
Michigan Hospital Service could completely absorb 
Michigan Medical Service at a moment’s notice. Blue 
Cross would simply take over the assets and equipment 
of the medical plan and continue to employ as many 
of the hundred-odd employees of Michigan Medical 
Service as were needed in the new setup. 

To change from cooperative arrangement B to com- 
pletely independent operation, however, is a different 
matter. Michigan Medical Service with three quarters 
of a million subscribers would be obliged to start from 
scratch in the matter of public relations, sales promotion 
and premium collection. That would be difficult. But 
the problem which would make the task impossible 
involves the securing of two payroll deductions where 
only one exists today. 

The likelihood that the plans in Michigan will change 
in either direction seems remote. However, because 
of the hazards of arrangement C, many persons believe 
that medical plans operating on that basis will want to 
change to arrangement B at some future time. If that 
comes to pass after these plans have secured real vol- 
ume, they will find that they have been traveling on a 
one way street. For example, assume that arrange- 
ment C was now in effect in Michigan. That means 
that the medical plan would exist on paper only, with 
no working personnel, no equipment, no administrative 
setup whatever, nothing but a board of directors. To 
effect a change from arrangement C to arrangement B, 
this board of directors would face the job of administer- 
ing surgical and obstetric care to three quarters of a 
million persons. And they would have nothing to start 
with! Simply to state the problem is to prove that 
it could not be solved. 
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Arrangement B can be started as an experiment 
which, if proved unsatisfactory, can be changed to 
arrangement C or arrangement D at any time in the 
future. Arrangement C, however, vitually eliminates 
the possibility of changing in the opposite direction. 
To all practical purposes it involves final and 
irreversible action rather than experimentation. This 
condition should be clearly understood by everybody 
interested in medical service plans. 

Arrangement C cannot long endure. Ultimately it 
must move in the direction of either arrangement B or 
arrangement D. Since large volume will eliminate the 
possibility of moving toward arrangement B, the only 
course open is complete amalgamation with Blue Cross. 
The choice, therefore, really lies between arrangement B 
and arrangement D, and this alternative should be 
realistically faced at the outset. 

If it can be proved that Blue Cross should completely 
administer medical as well as hospital service, let us 
honestly admit that fact. Then let us take positive 
steps to disband medical plans in a forthright manner 
and cooperate with Blue Cross in an effort to add 
medical service to their coverage. If it is not proved 
that Blue Cross should completely administer medical 
service, then let us strive to maintain the independence 
of medical plans. That can be done only by having 
them continue to be organizations with real responsi- 
bilities. Under any other arrangement they will 
deteriorate. It would be a mistake for the medical 
profession to pave the way for the dissolution of medical 
plans by default. 

Granted that there may be some merit to the argu- 
ments in favor of arrangement C (as there usually is in 
such differences of opinion), the fact remains that medi- 
cal plans which desire arrangement B are asking nothing 
more of Blue Cross than the right to retain a little 
more responsibility for the conduct of their own affairs 
than some people think they showld have. Medical 
plans are requesting no voice whatever in the manage- 
ment of Blue Cross activities. This fact, coupled with 
the knowledge that when a medical plan begins to 
cooperate with Blue Cross it can move in only one 
irreversible direction, points inevitably to arrangement B 
as the soundest and most equitable method of beginning — 
to work together cooperatively. One may enter lightly 
on a course of action which involves no permanent 
commitment; but in areas of conduct which require 
irrevocable decisions, anything less than judicious con- 
sideration and temperate action is unworthy of mature 
minds, 

The justification for this point of view will be recog- 
nized by all fair minded men, who can therefore be 
expected to regard the attitude of the medical profes- 
sion with sympathetic understanding. Helpful coopera- 
tion should then follow as a natural result. 

Blue Cross has been accused of attempting to domi- 
nate medical service plans. This accusation has been 
emphatically denied by Blue Cross officials. Whether 
or not it is justified remains to be seen. However, 
in justice to those who make such charges, it must be 
admitted that the trend has been toward increased 
control of medical plan activities by Blue Cross organi- 
zations. 

If Blue Cross officials are sincere in their denial 
of this accusation and if they want to cooperate with 
medical plans in an effort to preserve the voluntary 
principle under which both organizations operate, they 
have the opportunity to prove their sincerity to all 
members of the medical profession. All they have to 
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do is to acknowledge that real cooperation is a two 
sided proposition which requires each contracting party 
to give as well as take in the readjustment process. 
Once this fact is acknowledged by all concerned, rep- 
resentatives of Blue Cross and medical plans can, by 
working together, solve the problem of coordination. ° 

Arrangement B will work. In fact, it has been work- 
ing for five years in the medical plan which has more 
subscribers than all other plans combined. Here is 
what the officers of the cooperating Blue Cross plan 
say about this arrangement in a communication dated 
Dec. 8, 1944: “Michigan Hospital Service would rec- 
ommend very highly this type of cooperation to any 
Blue Cross plan.” 

230 State Street. 
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(Concluded from page 259) 


GONOCOCCIC INFECTIONS 


Table 3 records the results of the penicillin treatment 
of 12 female patients with sulfonamide resistant gonor- 
rhea, and 1 male patient with sulfonamide resistant 
gonococcic prostatitis and epididymitis. Before being 
given penicillin each of the female patients in this series 
was subjected to an intensive course of sulfadiazine 
therapy during which the blood concentration of the 
drug was maintained at a level of 7 to 20 mg. per hun- 
dred cubic centimeters. Only after the sulfonamide 
therapy had failed to cure the infection was penicillin 
treatment instituted. In all but 2 cases a total dosage 
of only 75,000 units or less was employed. All but 
1 of the 12 female patients were followed in the hospital 
for a period of thirty days after treatment.’? During 
this period only one questionable relapse was observed. 
The following case report illustrates the effectiveness 
of penicillin in the treatment of acute peritonitis caused 
by a sulfonamide resistant strain of gonococcus: 


Case 57.—Histor¥.—M. B., a woman aged 20 years, was 
exposed to a known case of syphilis approximately five months 
before admission to the hospital. Shortly thereafter she was 
told that her serologic test for syphilis was positive, and she 
received antisyphilitic treatment in a hospital near her home. 
Two months before entering the Barnes Hospital she was 
transferred to the Mid-West Medical Center, where she was 
found to have gonococcic urethritis and cervicitis. For the latter 
infection she was given 4 Gm. of sulfathiazole a day for five 
days. Since cervical cultures remained positive, she was later 
given 6 Gm. of sulfadiazine a day for five days. During this 
period she stole a supply of tablets and took an extra one for 
each one given by the nurse. In spite of the relatively large 
amounts of sulfadiazine ingested by the patient, gonococci con- 
tinued to survive in the vaginal discharge. Further examination 
revealed a large inflamed cervix with profuse. milky discharge 
issuing from the cervical os. There was bilateral parametrial 
tenderness. The blood Kahn test was negative. On admission 
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to the Barnes Hospital the patient was given a second course 


_ of sulfadiazine therapy during which the concentration of drug 


in the blood reached levels of 12 and 14 mg. per hundred cubic 
centimeters. Five days after the drug was discontinued the 
patient began to menstruate and suddenly developed severe 
lower abdominal pain, fever, pronounced rebound tenderness, 
muscle spasm and boardlike rigidity of the entire abdomen. 
Vaginal palpation caused severe pain. A diagnosis of gonococcic 
peritonitis was made, and the patient was given 20,000 units of 
penicillin intravenously, followed by two intramuscular injec- 
tions of 20,000 units each at four hour intervals. Subjective 
improvement with complete disappearance of abdominal pain 
was noted four hours after the first injection, and on the follow- 
ing morning the patient felt completely well (fig. 8). She 
remained in the hospital for thirty days of observation, during 
which time repeated cervical smears and cultures failed to reveal 
the presence of gonococci. 

Summary.—A woman aged 20 with gonococcic urethritis and 
cervicitis failed to respond to three courses of sulfonamide 
therapy. Shortly after the third course she developed acute 
gonococcic peritonitis, which responded promptly to 60,000 units 
of penicillin given over an eight hour period. Observation of 
the patient for a thirty day period did not reveal recurrence 
of the gonococcic infection. 


. MISCELLANEOUS INFECTIONS 


Patients with various other infections were also 
treated with penicillin (table 4). Those with brucellosis 
(case 69), cryptococcic meningitis (case 70), histo- 
plasmosis (case 71), ulcerative colitis (cases 20, 73 
and 74) and actinomycosis (case 72) all failed to 
respond to treatment. Three patients with subacute 
bacterial endocarditis were treated with penicillin 
(patients 75, 76 and 77). The first died at the end of 
the first week of treatment. The other 2 relapsed soon 
after the completion of a first course of treatment but 
they were retreated and now show no evidence of recur- 
rence more than two months later. The last of these 3 
patients was a woman aged 26 whose bacterial endo- 
carditis was first noted when she was six months preg- 
nant. She was carried through the last three months 
of pregnancy on penicillin treatment, was delivered of 
a normal full term child and was treated for more than 
one month post partum. A clinical diagnosis of patent 
ductus arteriosus had been made, and surgical explora- 
tion of the chest was carried out but no patent ductus 
was found. The patient received a total of 15,850,000 
units of penicillin. Three months after the discon- 
tinuance of therapy she still had no fever or symptoms 
and the blood culture remained negative. Six patients 
with brain abscess (patients 26, 82, 83, 84, 100 and 
101) were treated with penicillin and all but 1 died. In 
the 1 case in which recovery occurred, diagnosis was 
made on clinical evidence alone without benefit of 
surgical exploration. Established suppurative infec- 
tions of the lungs (cases 92, 93 and 94) showed little 
response to penicillin therapy with the exception of that 
seen in 1 patient with a postoperative lung abscess who 
recovered promptly following penicillin treatment and 
bronchoscopy. <A single patient with meningococcic 
meningitis (patient 68) was treated with penicillin and 
made a rather remarkable recovery in spite of the fulmi- 
nating character of the infection. The effectiveness of 
penicillin in meningococcic infection and its ineffective- 
ness in brucellosis are illustrated by the following case 
reports : 

Case 68—History—J. A., a man aged 30, entered the St. 
Louis Isolation Hospital,!? having had an upper respirato:y 
tract infection for seven days and severe headache for two days. 
Thirty-six hours before admission he noted aching of his back 


11. The twelfth patient remained in the hospital for only six days. 


12. This case is reported through the courtesy of Dr. R. W. Maxwell. 
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and legs, and twelve hours later his neck became stiff and he 
began to vomit. When first examined he was comatose, his 
temperature was 37.2 C. (98.9 F.) and there was pronounced stiff- 
ness of his neck. Many small petechiae were seen over the 
neck, thighs, legs and feet. The Kernig sign was positive, and 
a blood count revealed a leukocytosis of 28,000. The spinal 
fluid was turbid and contained many gram negative intracellular 
diplococci. later identified by culture as meningococci. The 
patient was immediately given sodium sulfamerazine subcuta- 
neously, and the concentration of drug in the blood reached 
a level of 17.7 mg. per hundred cubic centimeters. In spite of 
this intensive sulfonamide chemotherapy the patient remained 
in coma, and culture of the spinal fluid drawn after forty-eight 
hours of treatment still revealed many meningococci. Because 
of the failure of the patient to respond to sulfamerazine, this 
form of treatment was discontinued and penicillin treatment was 
begun. The penicillin was administered by the intravenous, 
intrathecal and intracisternal routes; within twenty-four hours 
the patient regained consciousness, and on the following day 
he was able to take food by mouth. After three days of penicillin 
treatment the fever subsided and the patient made an uneventful 
recovery (fig. 9). 

Summary.—A man aged 30 with meningococcic meningitis 
of five days’ duration failed to respond to forty-eight hours of 
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gram positive cocci and gram negative diplococci. The 
therapeutic response observed in various forms of 
staphylococcic infection, severe pneumococcic disease 
(including meningitis), sulfonamide resistant gonor- 
rhea and fulminating meningococcic meningitis is in 
agreement with results previously reported by British 
investigators ‘* and by the Committee on Chemothera- 
peutic and Other Agents of the National Research 
Council.’ Limited evidence is also advanced that peni 
cillin has little effect in the treatment of Levicilonin 
histoplasmosis, cryptococcic meningitis and ulcerative 
colitis. Results in chronic osteomyelitis and brain 
abscess have been somewhat equivocal and, on the 
whole, disappointing, but further trial of penicillin in 
the treatment of these conditions is indicated. Although 
at present inconclusive, the results in 2 cases of sub- 
acute bacterial endocarditis have been encouraging. 
Among the 20 patients with severe staphylococcic 
infection treated with penicillin, only 3 died. - Sixteen 
of these patients were suffering from bacteremia when 
admitted to the hospital; the other 4 exhibited clinical 
signs of metastatic staphylococcic lesions indicating 


TABLE 3.—Gonococcic Infections 


Penicillin Treatment 


tion Days Total Routes Other 
of cf sage, of Specific 
Case Disease, Ther- Units x Adminis- Treat- 
No. A Sex Diagnosis Days apy 1,000,000 tration ment Results Comment 
5&5 18 Q Urethritis; cervicitis; salpingitis 130 1 9.060 IV, 1M None R 
560s 2 3 Urethritis; cervicitis; salpingitis 77 1 0.060 IV, IM None R 
Urethritis; cervicitis; salpingitis; 120 1 0.060 IV, 1M None R 
peritonitis 
2 9 Jrethritis; cervicitis; pregnancy 40 1 0.060 IV, 1M None R 
59 19 Urethritis; cervicitis; arthritis 63 1 0.075 IV, IM None R 
Urethritis; cervicitis; salpingitis 110 1 0.075 IV, IM None R 
61 16 Urethritis; cervicitis; salpingitis 41 1 0.075 IV, 1M None R 
62 24 @  Urethritis; cervicitis; salpingitis 90 1 0.075 Iv,IM None R Fever resistant 
i's Urethritis; cervicitis; salpingitis 90 1 0.075 IV, 1M None R Positive smear; negative cul- 
ture before therapy 
64 27 Urethritis; cervicitis; salpingitis 21 1 0.075 IV, IM None R 
66 2%  Urethritis; cervicitis; salpingitis 35 1 0.075 1V,IM None R 
Urethritis; cervicitis; incomplete 65 2 0.300 IV, 1M Dilation R Two positive smears and nega- 
abortion and tive cultures after 75,000 
curettage O.U.; negative for 30 days 
' ae after 225,000 O. U. 
Urethritis; prostatitis; epididymitis 57 5 1.200 IV None R 


intensive sulfonamide chemotherapy. At the end of this period 
he was placed on penicillin treatynent and recovered promptly. 

Case 69.—History—L. W., a man aged 20, a butcher in a 
large packing house in St. Louis, noted malaise, fever, night 
sweats and increasing weakness twenty-five days before coming 
to the hospital. During the next two weeks these symptoms 
persisted and he lost 24 pounds (11 Kg.) in weight. Physical 
examination at the hospital revealed a temperature of 39 C. 
(102.2 F.), evidence of recent weight loss, moderate hepato- 
megaly, a palpable spleen and generalized lymphadenopathy. The 
white blood cell count was 4,200, with 60 per cent lymphocytes. 
A brucella organism was grown from the blood, and the patient’s 
serum agglutinated the brucella antigen in a dilution of 1 to 
2,560. The patient was treated intensively for one week with 
penicillin. Not only was the fever uninfluenced by the treat- 
ment but the blood cultures also remained consistently positive 
(fig. 10). 

Summary.—Intensive penicillin, treatment failed to influence 
the course of a severe brucella infection. Repeated blood cul- 
tures remained positive both during and after therapy.'* 


COM MENT 


The jeunes of the present study indicate that peni- 
cillin is a highly effective chemotherapeutic agent in the 
treatment of a variety of bacterial infections caused by 


13. Too much significance should not be aeeee a] this 1 case report, 
since different strains of Brucella are know in sensitivity to 
bination (Tsun, T.: In Vitro Action of Penicillin’! lone and in Com- 

tion with Sulfathiazole on Brucella Organisms), Proc. Soc. Exper. 

iol. & Med. 56: 8-11 (May) 1944. 


previous invasion of the blood stream. One of the 
patients who recovered was thought to have cavernous 
sinus thrombosis (patient 21). Although recoveries 
from this type of infection have been reported, they are 
certainly uncommon.'® The fatal cases included 
a woman aged 33 with staphylococcic bacterial endo- 
carditis, who died from rupture of a metastatic brain 
abscess, a youth aged 16 with staphylococcie furuncu- 
losis of the face who entered the hospital for treatment 
only after having developed metastatic pneumonia, 
cavernous sinus thrombosis and staphylococcic peri- 
carditis and a woman aged 32 with ulcerative colitis 
who died from a massive intestinal hemorrhage. 
Recovery could hardly have been expected in any 1 of 
these 3 cases. 

The significance of these results becomes apparent 
when they are compared with those reported by Skin- 
ner and Keefer ** in a series of 122 cases of staphylo- 
coccic bacteremia treated before the advent of penicillin. 
Among this large number of patients only 22 recovered, 


14. Abraham, E. P.; Chain, E.; Fletcher, C. M.; Gardner, A. D.; 
Jennings, A. M.; Heathy, N. G., and Florey, H. Wee Further Obser- 


15. MacNeal, W. J.; <= 
of the Cavernous Sinus: A R magorter 
29: 231-257 (Feh.) 1 

16. Skinner, D., an bg Keefer, C. S.: Significance of Bacteremia Caused 
by Staphylococcus Aureus: A "Study of 122 Cases and a Review of the 
Literature Concerned with ——— Infection in Animals, Arch. Int. 
Med. 68: 851-875 (Nov.) 1 


Recoveries with 
ococcic Origin, Arch. hth, 


Dura- 


TaBLeE 4.—Miscellaneous Infections 


Dura- Penicillin Treatment 
tio 
of Total Days Routes 
Age Blood Dis- Dosage, of Body of 
Case and Cul- ease, Units x Ther- Wt., Adminis- Other Specific 
No. Sex Diagnosis Etiology ture Days 1,000,000 apy Kg. tration Treatment Results Comment 
68 30,0 Meningitis Meningococeus 0 8 1.32 8 74 IV,IT, Sulfamerazine R 
69 Brucellosis Brucella + 36 1.54 5 55 IV, IM Ul 
fever (A) 
7 Meningitis us 0 0.118 6 IT Sulfonamide (B) D Multiple lesions at autopsy 
orula 
7l Histoplasmos#s Histoplasma 0 28 1.71 20 Ul Biopsy of bronchial lesion 
cheal showed no change 
7 17%, Actinomycosis Actinomyces 0 120 0.180 1 ad IV Sulfonamide (B) D Treated only terminally 
73 21, es 0 70 1,00 10 52 IM Sulfadiazine Ul 
colitis (B); colostomy 
co 
7 68,2 Subacute Streptococcus 150 1.750 7 . , D Stuporous on entry; heart 
bacterial e viridans failure 
endocarditis 
2 «=Subacute Strept + 30 15.85 82 48 IV,IM  Sulfonamide (B) I Relapse after first course; no 
bacterial viridans recurrence more than 2 
endocarditis months after ig course; 
delivered normal baby; 
a for patent ductus 
arte 
77 25,2 Subacute Streptococcus + o4 18.65 51 50 IM Sulfonamide (B) I Relapse after first course: no 
bacterial viridans recurrence 2 months after 
endocarditis ‘ second course 
78 «639, Q Pneumonia Hemolytic 0 7 0.320 2 58 IV,IP Sulfamerazine D Multiple abscesses of lung at 
andempyema streptocoecus (B) autopsy 
Pharyngitis Hemolytic 21 0.35 5 50 R Chronie glomerulonephritis 
streptococcus with azotemia 
80 Postlaminee- Hemolytic 0 28 1.985 14 IV,IM, Sulfonamide (B) D Death after recovery from 
tomy wound streptococcus IT, locally meningitis 
infection; 
meningitis 
81 51,¢ Cellulitis of Hemolytic 0 6 0.43 3 91 IV D Died from alcoholic encepha- 
foot streptococcus lopathy 
82 Brain abscess Anaerobic 0 26 2.66 6 52 Craniotomy D Death from rupture of abscess 
streptococcus 
38,2 Osteomyelitis Anaerobic 0 16 0.65 9 ? IV Craniotomy; D Low dosage 
of frontal streptococcus; removal of 
bone; brain hemolytic frontal bone 
abscess streptococcus 
52, Lung abscess; Anaerobic 0 92 3.495 18 D Lesions chronic, well localized; 
empyema; streptococcus IT, IP comatose on entry 
brain abscess 
32, 2 Pelvie abscess; Anaerobic 0 31 2.36 15 IV,IM Sulfonamides I Lungs cleared rapidly; no 
pneumonia streptoevccus; (B); drainage change in pelvie lesion 
colon bacilli 
22,2 Abortion; Anaerob 8 0.26 4 50 IV Ecencebcheave “s D Lesions seen at autopsy were 
septicemia; streptococcus; healed; no cause for death 
metastatic pul- hemolytic 
monary lesions staphylococcus 
20,70 Cellulitis of Hemolytic 9 8 2.31 13 65  IV,IM _ Drainage I Patient had chronie lymph- 
arm edema and recurrent cellulitis 
emo 
staphylococcus 
60, f Cellulitis of Hemolytic 42 4.530 30 IV,IM, Drainage R Massive involvement 
thigh andleg streptococcus; locally 
nonhemolytie 
staphylococcus 
65,2 Infected Hemolytic 28 0.695 16 IV,IM X-rays R Dermatitis due to sulfon- 
dermatitis erysipelas treated 
ater 
67,2 Wound dis- Hemolytic 18 0.100 10 “a Locally Sulfonamides R Wound improved in 24 hours 
ruption streptucoccus: (B) 
hemolyt 
21,2 £Bronchiectasis Pneumococcus; 14 0.425 6 73 IV Sulfamerazine UI Low dosage 
and pneumonia fusiform bacillus (B and A) 
58,0 Postpneu- Pneumoeoecus: B 0,100 10 IP Drainage I 
monectomy 
staphyloe 
fusiform bacillus 
43,2 Postoperative Question 0 20 3.032 19 73 IM Bronchoscopy R Prompt clearing of pulmonary 
lung abscess hemolytic infiltration 
taphylococeus 
48,2 Empyema Hemolytie 10 8.62 55 43 IV,IM, Drainage I Very prolonged course with 
staphylococcus; numerous exacerbations 
streptococcus; treated 
gas bacillus; 
actinomyces 
48,f Multiple Hemolytic 0 105 0.38 3 70 IV Drainage; D 
a sof staphylococcus; sulfonamide; 
brain, lungs, anaerobic arsenoxide : 
viscera a streptococcus: 
skin fusiform bacillus 
Agranulocy- Postsulfonamide 0 4 0.21 4 IV Pentnucleotide; R 
tosis; uleerative . liver extract 
pharyngitis 
50, Ring uleer of Postsulfonamide .. 7 0.275 7 UI 
Ulcer ofecornea Traumatic - 17 0.008 8 R 
Sympathetic 2 0.780 8 IM Fever Ur 
ophth a 
43,0 Sinusitis; cav- No signifieant 0 3 8.426 37 75 IV,IM, Sulfonamide (B); D Death appeared imminent on 
ernous sinus organisms T eraniotomy admission; signs of cavern- 
thrombosis; recovered ous sinus thrombosis disap- 
brain abscess peared and meningitis healed; 
2 craniotomies; died 51 days 
after start of penicillin 
46,2 Brain abscess No significant 0 38 2.90 18 IV Sulfamerazine R Clinical aa 
organisms 
recovered 
12 25,2 Uleera Leukosarcoma 0 16 2.02 4 IV D Diagnosis by 
after start of penicillin 
108 49,2 Pneumonia Unknown 0 ll 0.380 5 ve IV Sulfonamide (B) R Fever from sulfonamide 


* Culture not taken. 


27 
5 


328 


and all of these had localized abscesses accessible to 
surgical drainage. Among the 122 patients studied, 
37 had metastatic staphylococcic pneumonia and _ all 
died. It is noteworthy, therefore, that in the present 
study 11 patients exhibited clear evidence of metastatic 
lesions in the lungs and only 1 failed to survive. 
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Fig. 8.—Gonococcic urethiitis and cervicitis treated with penicillin. 
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Although a recent review of published reports on 
sulfonamide therapy in staphylococcic bacteremia 
indicates that somewhat better results may be obtained 
than those reported by Skinner and Keefer, it should 
be emphasized that data collected from a large number 
of clinical reports are of little statistical value because 
of the general tendency of physicians to report recover- 
ies more often than therapeutic failures. Statistics 
available at present indicate that the case fatality rate 
in staphylococcic bacteremia cannot at best be brought 
below 50 per cent with sulfonamide treatment, whereas 
under penicillin therapy in the present study more than 
80 per cent of the patients recovered. 
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Fig. 9.—Sulfonamide resistant meningococcic meningitis successfully 
treated with penicillin. 


PENICILLIN OXFORD UNITS 
x 1000 


The effectiveness of penicillin was striking also in the 
treatment of acute local infections due to staphylococci. 
All local staphylococcic infections of short duration 
cleared rapidly under penicillin therapy except that 
observed in a patient with acute mediastinitis due to 
perforation of the esophagus (patient 25). Six patients 
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with acute osteomyelitis were treated with penicillin, 
and all showed remarkable improvement after treat- 
ment. One patient (patient 10) apparently recovered 
without operation. It should be emphasized however 
that, although immediate results in these cases were 
inost satisfactory, no statement can be made as to 
whether these patients were actually cured until they 
have been observed for a number of years. Two 
patients with acute staphylococcic infection of the 
pleural cavity complicating metastatic pneumonia were 
treated by systemic penicillin therapy combined with 
intrapleural injections of the drug. In both cases the 
intrapleural infection was rapidly controlled and the 
pleural fluid failed to become purulent. This experience 
suggests that early intrapleural injection of penicillin in 
patients with pleural infection may prevent the develop- 
ment of empyema. 

The therapeutic effectiveness of penicillin in chronic 
staphylococcie infections was less dramatic than that 
observed in acute infections. Patients with chronic 
osteomyelitis improved temporarily. In several cases 
drainage ceased and sinuses closed and healed, but in 
most instances there was eventually a recurrence of the 
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lig. 10.--Severe brucella infection fails to respond to penicillin. 


active infection. In spite of these somewhat disappoint- 
ing results, it seems likely that the reduction in fever 
and the temporary clinical improvement brought about 
by penicillin treatment will make patients with chronic 
osteomyelitis better subjects for surgical procedures, It 
seems likely also that the risk of acute spread of infec- 
tion resulting from surgical operation can be eliminated 
by the use of penicillin at operation and postoperatively. 
This same principle may apply to the surgical treatment 
of other chronic staphylococcic infections. 
Pneumococcic meningitis in untreated patients is 
almost uniformly fatal. Even with intensive sulfon- 
amide therapy, either with or without serum treatment, 
the case fatality rate is approximately 50 per cent.'* 
It would therefore seem to be significant that in the 
present study of penicillin 8 out of 9 patients recovered. 
The 1 patient who failed to survive was an infant aged 
7% months who did not receive penicillin treatment 
until the twentieth day of disease. Lumbar punctures 
were performed on all patients within twenty-four hours 
of the initial intrathecal injection of penicillin, and in 
every instance the spinal fluid had become sterile. In 
3 cases relapse occurred when the drug was discon- 


18. Finland, M.; Bro and A. E.: Treatment of 
Pneumococcic Meningitis: ‘of 10 with Sulfonamide 
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and Complement, Including Six Recoveries, New England J. Med. 218: 
1033-1044 (June 23) 1938. Toomey, J. A., and Roach, F. E.: Pneumo- 
Ohio State M. 35: 841-847 (Aug.) 1939, ‘Hodes, 
YH. L.; G ., and Burnett, G. W.: Treatment of Pneumococcic 
Meningitis with Sulfanyeidine ‘ond the Sodium Salt of Sulfapyridine, 
J. A. M. A. 113: 1614-1619 (Oct. 28) 1939. 
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tinued or the dose was reduced. In 1 case a residual 
lateral sinus thrombosis was found when a second surgi- 
cal operation was performed (case 37). This experi- 
ence suggests that demonstrable infected foci should be 
drained surgically and that penicillin treatment should 
be continued for at least a week or more after the clini- 
cal manifestations of meningitis have subsided. It is 
of interest that 5 of the 9 patients treated in the present 
study were subjected to mastoidectomy. The relatively 
high recovery rate observed may be related to the fact 
that the original focus responsible for the meningitis 
was eradicated surgically whenever possible. 

Our experience with penicillin in the treatment of 
pneumococcic infections of the lungs is far too limited 
to be significant. Four patients with pneumococcic 
pneumonia responded to penicillin therapy, while 2 died. 
One of the latter apparently succufnbed to uremia 
following a reaction to sulfonamide treatment, and the 
other was treated less than twenty-four hours before 
death. In 2 cases of pneumococcic empyema cultures 
of pleural fluid showed no growth soon after intra- 
pleural administration of penicillin. Fever and leuko- 
cytosis, however, persisted in each case so_ that 
eventually it was necessary to perform a thoracotomy 
It is possible that surgical opera- 
tion could have been avoided even in these cases if 
the intrapleural injections of penicillin had been con- 
tinued over a longer time. 

Several investigators have already demonstrated con- 
clusively that sulfonamide resistant gonorrhea in the 
male can be rapidly cured by penicillin therapy.’® Two 
comparable studies of female patients have been 
reported.”? The use of penicillin in the treatment of 
gonococcic infections in the present investigation was 
limited in all but 1 case to women. Twelve female 
patients were treated with penicillin only after intensive 
sulfonamide treatment had failed to eradicate the infec- 
tion. All but 1 patient responded promptly to a rela- 
tively small dose of penicillin (60,000 to 75,000 units) 
and the latter patient was promptly cured when 
retreated with a larger dose of the drug. 

No untoward reactions to penicillin were noted in 
the present study. There was 1 questionable instance 
of urticaria, and a few patients complained of burning 
at the site of the intramuscular injection. Although 
thrombosis at the site of the intravenous injection was 
occasionally observed, it was thought in each case to be 
due to an indwelling needle rather than to the solution 
of penicillin. Persistent pleocytosis in the presence of 
negative spinal fluid cultures was seen in 1 patient with 
pneumococcic meningitis who was given penicillin intra- 
thecally every day for a week in doses of 10,000 to 
20,000 units. As soon as the intrathecal injections were 
discontinued, the cell count of the spinal fluid fell defi- 
nitely. The virtual absence of toxic reactions observed 
in the present study confirms the generally accepted 
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opinion that penicillin is the least toxic effective thera- 
peutic agent yet developed for the treatment of bacterial 
infections. 

SUMMARY 


1. Penicillin was used in the treatment of 103 patients 
suffering from various forms of bacterial infections. _ 

2. The drug was administered systemically by both 
the intravenous and the intramuscular route. Systemic 
treatment was combined with local penicillin therapy 
whenever indicated, as in the treatment of surgical 
wounds, intrapleural and intrapericardial infections and 
meningitis. 

3. Twenty patients with severe generalized staphylo- 
coccic infection, 16 of whom had bacteremia, were 
treated with penicillin. Only 3 died. Of the 11 patients 
in this group exhibiting metastatic staphylococcic 
pneumonia, only 1 failed to survive. 

4. Patients with acute local infections due to the 
staphylococcus responded promptly to penicillin treat- 
ment. 

5. Chronic infections due to Staphylococcus aureus 
responded less dramatically. Patients with chronic 
osteomyelitis showed temporary improvement, but in 
most instances there was eventually a recurrence of 
the infection. 

6. Nine patients with preumococcic meningitis were 
treated with penicillin, and all but 1 recovered. Mas- 
toidectomy was performed in 5 of the 9 cases. The 
importance of continuing treatment for some time after 
the signs of meningitis have subsided was emphasized 
by the occurrence of relapse in 3 cases. Each of the 
3 patients suffering relapse respondea promptly to 
further therapy and eventually recovered. 

7. Penicillin was found to be effective in the treat- 
ment of pneumococcic pneumonia but failed to cure 
pneumococcic empyema in 2 patients until after surgical 
drainage was instituted. 

8. Twelve women with sulfonamide resistant gonor- 
rhea were promptly cured with small doses of penicillin. 
Each patient was observed in the hospital for thirty 
days after the termination of treatment and only one 
questionable relapse occurred. 

9. One patient with fulminating meningococcic men- 
ingitis responded dramatically to penicillin after forty- 
eight hours of treatment with sulfamerazine had appar- 
ently failed to influence the infection. 

10. Three patients with acute bacterial endocarditis 
due to Staphylococcus aureus were treated with peni- 
cillin. One patient died; the other 2 are apparently 
well after two months and four months respectively. 
Three patients with subacute bacterial endocarditis due 
to Streptococcus viridans were treated. The first died ; 
the other 2 relapsed soon after the completion of a 
first course of treatment but were retreated and now 
show no evidence of recurrence more than two months 
later. 

11. No beneficial effects were noted in the treatment 
of brucellosis, cryptococcic meningitis, histoplasmosis 
and chronic ulcerative colitis. 

12. The use of penicillin did not appear to eliminate 
the necessity for surgical drainage «in certain cases of 
established pyogenic infections, but it was thought in 
some instances to lessen the risk of surgical operation. 


13. No significant toxic reactions were observed. 
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Clinical Notes, Suggestions and 
New Instruments 


. 
CONGENITAL RECTOPERINEAL FISTULA ASSOCIATED 
WITH CONGENITAL ABSENCE OF THE VAGINA 


G. Sypney M.D., Epwin L. Wi tiams, M.D. 
NASHVILLE, TENN. 


There are numerous reports of congenital anomalies of the 
anus and rectum including the writings of Berman, Chandler,? 
Crowell and Dulin and David. Reports of congenital absence 
of the vagina include publications by Baldwin,®> Wharton ® and 
Frank.’ 

Little has been written, however, concerning a combination of 
rectal and vaginal deformities occurring in the same individual. 
This is doubtless due to the scarcity of clinical material. It is 
therefore our purpose in this paper to present a case of multiple 
congenital anomalies appearing in the same individual and to 
describe in some detail the 
operative procedures _ per- 
formed for their correction. 


SUMMARY OF CASE 


A white girl aged 17 years, 
single, was admitted to the 
Vanderbilt University Hos- 
pital outpatient department 
Sept. 9, 1943, complaining of 
amenorrhea. reported 
that for the previous eighteen 
months she had dull aching 
pains in the lower part of the 
abdomen lasting one or two 
days and occurring at inter- 
vals of one to two months. 
She stated that she expected 
to menstruate at these times 
but had never had a vaginal 
flow. 

The only other complaint 
was intermittent incontinence 
of feces. 

A general physical exami- 
nation revealed that the pa- 
tient was well developed and 
had normal secondary sex 
characteristics. Mammary 
development was compatible 
with her age. Axillary and 
pubic hair was normal in 
amount and distribution. Ex- 
amination of the genitalia 
revealed a normal clitoris, labia majora and labia minora. There 
was a depression 2 cm. in depth where the vagina normally is 
located. The anal orifice was situated 1.5 cm. below the rudi- 
mentary introitus. Two fingers readily passed into this opening, 
and there was no evidence of a sphincter muscle. Approximately 
1.5 cm. below the anus there was a small dimple with radial 
skin folds resembling somewhat the skin folds of the normal 


Fig. 1.—Vulva and perineum as 
first seen: A, urethra; B, vaginal 
dimple; C, perineal anus; D, sphine- 
ter ani. 
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CONGENITAL ANOMALY—McCLELLAN 


AND WILLIAMS 
anus. This dimple was surrounded by a subcutaneous firm struc- 
ture which was apparently an anal sphincter. The patient was 
able to contract the muscle voluntarily on instruction. 

It was evident that she had a congenital absence of the vagina 
and an ectopic anus. 


Fig. 2.._Vulva and perineum after transplantation of rectum. 


Examination by rectum did not reveal the presence of internal 
genitalia, although the apparent presence of ovarian tissue was 
exemplified by her well developed secondary sex characteristics. 


Fig. 3.—Vulva and perineum after final operation. T #6 at 
vagina is distended with a glass dilator. peration, The artificial 


On admission of the patient to the Vanderbilt University 
Hospital several diagnostic studies were made. A pneumoperi- 
toneum followed by x-rays revealed no definite pelvic organs. 
An abdominal film revealed an anomaly of the lumbosacral 
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region with articulation of the right transverse process of the 
fifth lumbar vertebra with the sacrum. Intravenous pyelograms 
showed both kidneys functioning well, with rotation and slight 
hydronephrosis on the right side. Barium injected into the 
rectum was seen about 2 cm. from the anal dimple. There 
was a considerable distance, therefore, between the rectum and 
the anal sphincter, and not merely a thin septum. 

On October 11 a plastic procedure was performed under 
nitrous oxide and ether anesthesia. After preliminary cleansing, 
the tissues about the ectopic anal orifice were infiltrated with 
saline solution to which epinephrine had been added to facilitate 
dissection. A circular incision was then made around the open- 
ing at the mucocutaneous junction. The lower 8 cm. of the 
rectum was freed by means of sharp and blunt dissection. Ade- 
quate mobility of the rectum was thereby obtained. The skin 
over the anal dimple was removed by circular excision, and a 
canal was made through the perineum. This canal as well as 
the sphincter ani muscle surrounding it was then dilated until 
it admitted two fingers readily. The mobilized rectum was then 
threaded through this canal and anchored in place by multiple 
interrupted fine cotton sutures. The mucosa of the rectum was 
then sutured to the skin by radially pl&ed cotton sutures. 
Finally the perineal body was repaired by the procedure usually 
carried out in a routine perineorrhaphy, the levator ani muscle 
having been plicated in the midline. The postoperative course 
was relatively uneventful. The incision healed by first intention 
with very little discomfort. By the fifth postoperative day the 
patient was able to have a normal bowel movement with little 
distress. It was necessary to educate her in regard to sphincter 
control, She received succinylsulfathiazole in doses of 0.25 Gm. 


per kilogram of body weight every twenty-four hours for six . 


days prior to operation and for five days afterward. We are 
convinced that the use of this drug materially reduces the inci- 
dence of postoperative infection in surgery of the rectum. 

The patient was readmitted to the hospital five months later. 
At this time the anal sphincter control was still complete and 
her general condition was g 

On May 13, 1944, under nitrous oxide and ether anesthesia 
a transverse incision was made in the apex of the vaginal dimple. 
A cavity was then created by means of sharp and blunt dissec- 
tion between the urethra and the rectum extending back to the 
peritoneum of the cul-de-sac of Douglas. Examination revealed 
no evidence of a cervix or uterine fundus. Little bleeding 
occurred. A 10 by 4 cm. cottonwood vaginal plug covered by 
rubber tissue was then placed in the newly created vagina and 
an indwelling catheter left in situ. 

Six hours after operation the patient spontaneously expelled 
the wooden plug. She was again anesthetized and the cavity 
examined. Considerable bleeding occurred and it seemed advis- 
able ‘to pack the cavity and to secure hemostasis before the 
obturator was reapplied. After sixty hours it was reinserted 
and left in place for three weeks. A considerable amount of 
purulent drainage occurred about the plug, and the patient 
developed a mild cystitis. The infection responded promptly 
following administration of sulfadiazine. When the plug was 
removed at the end of three weeks, three fourths of the newly 
created vagina was epithelized. 

The floor of the urethra near the meatus was destroyed as a 
result of pressure of the cottonwood plug. Nevertheless the 
patient had complete urinary control. A large glass vaginal 
dilator was left in the vagina almost constantly during the ten 
days during which she remained in the hospital. At the time 
of dismissal a completely cpithelized vagina extending back to 
the cul-de-sac and 3.5 cm. in diameter was present. There had 
been no tendency to contracture. She was instructed to use the 
dilator for the greater part of each day for at least six more 
weeks. 

CONCLUSIONS 

In a patient presenting a combination of congenital anomalies, 

the method for eradicating the perineal anus and establishing 


. Poth, E. j., and Knotts, F. L.: A New 
Bacteriostatic Agent Locally Active in the Gastrointesti Tract, Proce. 
Soc. Exper. Biol. & Med. 48: 129-130 (Oct) 1941, 
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the normal anatomic relationship of the sphincter muscle to the 
anal orifice was completely satisfactory. 

The use of the Wharton operation in the production of an 
artificial vagina seems a safe and relatively simple procedure. 
This method eliminates the dangers inherent in the more com- 
plicated operations. 


Council on Foods and Nutrition 


The Council has authorized the following report for publica- 
tion. Grorce K. Annerson, M.D., Secretary. 


THE ADDITION OF SYNTHETIC VITA- 
MINS TO CONFECTIONERY 


It is well known that several vitamins can now be manufac- 
tured on a huge industrial scale. This has made possible the 
current enrichment program by which wheat flour and bread 
are made the carriers of such important dietary factors as 
thiamine, riboflavin and niacin. It has also precipitated much 
discussion concerning the limits to which such addition of 
vitamins to foods should be carried. This discussion has been 
summarized elsewhere and therefore need not be reviewed in 
detail here.! Let it suffice to point out that at this date the 
opinions of this Council, the Food and Nutrition Board of the 
National Research Council and the Food and Drug Administra- 
tion of the federal government have crystallized, so to speak, 
in favor of the appropriate enrichment of flour and bread (and 
perhaps other cereal products) with several factors and the forti- 
fication of milk with vitamin D, of table fats with vitamin A 
and of table salt with iodine. To what extent other additions 
will finally acquire widespread acceptance and then official 
approval only time and the accumulation of new data can 
determine. 

Sugar, candy and sweetened carbonated beverages present 
another problem. Evidence can be cited in support of the view 
that the consumption by the American people of such a highly 
purified carbohydrate as cane sugar is so high as to be of some 
public health concern. The nutritional aspects of this problem 
have already been discussed by this council ? and therefore need 
no extended comment here. It is pertinent, however, to point 
out that in its resolution on the general problem of the addition 
of vitamins and minerals to foods the Food and Nutrition Board 
of the National Research Council used in item 7 of the reso- 
lution the following words: “7. That, specifically, the Com- 
mittee opposes the addition of synthetic vitamins to carbonated 
beverages and confectionery.” 

A product called Vi-Chocolin has been submitted to the Coun- 
cil for possible acceptance. This product consists of a mixture 
of such customary candy ingredients as cane sugar, vegetable 
lecithin, chocolate flavor and vanillin. Vitamins are added from 
other sources to provide each bar with the minimum daily adult 
requirements of the several vitamins for which minimum require- 
ments are stated, in amounts as follows: 


Vitamin Bi (thiamine)............... 1 mg. 
Vitamin Be (riboflavin).............. 2 mg. 
Vitamin C (ascorbic acid)........+... 30 mg. 
Vitamin D (viosterol)................ 400 U. S. P. units 


It is evident that Vi-Chocolin is essentially a multivitamin 
chocolate coated candy bar, offered ostensibly as a specialty 
product of high nutritive value and of some use in medicine, but 
in reality intended for promotion to the public as a general pur- 
pose confection, a vitaminized candy. Vi-Chocolin therefore 
falls in the class of products which do not conform to the 
principles followed by the Council in dealing with enriched or 
fortified foods and therefore cannot be considered for the Seal. 


1. Cowgill, G. R.: Improving the Cheap Staple Foods, 


chapter XVI in Handbook of utrition, go, American Medical 


Associati ion, 1942, 

2. Council on Foods and Nutrition: Some Nutritional Age of 
Sugar, Candy and Sweetened Carbonated Beverages, J. A. M. 120: 
763 (Nov. 7 1942, 
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SATURDAY, FEBRUARY 10, 1945 


CANCER OF THE CERVIX 

In a review of cancer of the cervix Block ? emphasizes 
that the best results in the treatment of the disease are 
obtained when it is diagnosed in its early stage. Most 
authorities agree that the absolute diagnosis of cervical 
cancer must depend on the microscopic examination, 
usually of a biopsy specimen. The iodine test of Schiller 
is useful in determining the suspicious areas in the 
cervix which should be subjected to biopsy. This test 
is based on the fact that the upper layers of the normal 
epithelium of the portio and the vagina contain rich 
masses of glycogen, which disappear when the epithelium 
becomes cornified or changed by cancer. In the normal 
living tissue the glvcogen of the upper layers is stained 
a deep mahogany brown in a few seconds by Lugol’s 
solution. A superficial area of early cancer, being 
devoid of glycogen, does not receive the stain and stands 
out startlingly white or pink against the deeply colored 
background of normal tissue. The test is completely 
reliable when it is clinically negative, that is, when 
all the tissues take the stain; therefore the test is 
specific in the absence of cancer. However, Block points 
out that the test is of little or no value in the presence 
of ulceration, erosion or chronic cervicitis. 

Novak considers both the test and the use of the 
colposcope as of rather limited value. Neither procedure 
is of the kind which can be expected to achieve adoption 
by the general profession. The chief value of the 
Schiller test is to indicate the proper points for biopsy, 
though in a great majority of these cases, as pointed 
out by Block, the suspicious areas are apparent enough, 
sometimes pathetically so. 

The study of vaginal smears as a means of early 
diagnosis of cervical or uterine cancer was advocated 
by Papanicolaou.’ Cervical cancer is revealed in vaginal 
smears by the appearance of characteristic cells derived 
from the superficial layers of the tumor, which undergo 


1. Block, Frank B.: 
(Dec.) 1944. 

2. Vaginal Smears and Carcinoma of the Uterus, editorial, J. A. M. A. 
124:1136 (April 15) 1944. 
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continual desquamation. These cells show great variety 
of form and size, much greater than that seen in sections 
of the tumor. The most characteristic feature of the 
abnormal cells is the atypical form and structure of 
their nuclei and vacuolization of the cytoplasm. A com- 
monly found, characteristic cell type is an extremely 
elongated one resembling a smooth muscle fiber. 
Erythrocytes are generally found in large numbers. 
Block warns, however, that a positive diagnosis from 
a vaginal smear does not indicate immediate radical 
intervention or irradiation but rather that confirmatory 
biopsies of the cervix or endometrium should be per- 
formed. 

Meigs and Jaffe have found in their analysis of the 
survival rates of patients undergoing irradiation that 
most of the deaths occur in the first two years and 
that most patien® without obvious disease at the end 
of two years have a good chance for recovery. They 
conclude that it is only necessary to follow the cases 
for three years following treatment, and then by deduct- 
ing 15 per cent the five year end results can be predicted. 
Therefore it is unnecessary to wait for five years follow- 
ing treatment before reporting a group of cases or to 
change a method of treatment. Kimbrough and Tomp- 
kins found that 23.3 per cent of the patients survived 
five or more years and that 18.7 per cent of the original 
group lived more than ten years after treatment. 

One could cite numerous statistics favoring either 
radiotherapy or operation. Each method has its advan- 
tages as well as disadvantages. While the application 
of radium is a comparatively simple procedure many 
complications may occur. Most important is infection 
developing during the process of irradiation, the 2 per 
cent mortality charged against this procedure being due 
almost exclusively to the activation of hemolytic strepto- 
cocci. The Ruge-Philipp test is of considerable value 
in avoiding this dangerous complication. Formidable 
complications may arise from irradiation injury to the 
intestine ranging from simple acute proctosigmoiditis 
to severe ulcerations of the bowel, leading in a small 
percentage of cases to perforation into the peritoneal 
cavity, causing peritonitis, into the Vagina, producing 
rectovaginal fistulas, or into the perirectal tissues, giving 
rise to ischiorectal abscesses. Colostomy is frequently 
necessary, especially if stenosis, hemorrhage or severe 
pain is a prominent symptom. 

According to Block there is a tendency toward the 
resumption of operative treatment. In Bonney’s series 
of 500 Wertheim operations the operative mortality rate 
was 14 per cent and was largely due to shock. In about 
40 per cent of the cases the regional lymph nodes were 
involved, and in these the five year cure rate was only 
23 per cent, as opposed to the cases free from lymph node 
involvement, in which the cure rate reached 58 per 
cent. The operative mortality was only 10 per cent 
in the lymph node free cases as against 20 per cent for 
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the lymph node involved group. Meigs gives five rea- 
sons why he has resumed the operative treatment of 
cervical cancer: 1. If the cervix has been removed 
there is no chance for a recurrence in it. 2. If the 
cervix has been removed, no cervical cancer can regrow 
in it as a recurrence. 3. Certain cancers of the cervix 
are radiation resistant. 4. There will be less damage 
to the bowel. 5. From the work of Bonney and Taussig 
it is obvious that patients with lymph node metastases 
can be cured by surgery. In some instances it is not 
possible to cure with radiation cancer in lymph nodes 
deep in the pelvis. The surgery must be limited to 
certain types of patients; ideally they should be thin, 
young and in good health and have an early growth. 

The most significant complications of operative ther- 
apy are difficulties with the urinary tract. Cystitis, 
dilated ureters and hydronephroses are the rule after 
operation. In about 5 per cent of the cases urinary 
fistulas develop, which in all cases mean ultimate 
nephrectomy. 

The experience of the patients who have had both 
methods of treatment has always been that the surgery 
was much easier to tolerate than the radiation. For over 
ten years Taussig has practiced the removal of the iliac 
lymph nodes in addition to irradiation of the primary 
tumor in group 2 cancer of the cervix and has done 
175 of these operations. The percentage of five year 
survival in his series was over 15 per cent better ia 
patients who had the additional procedure of the removal 
of iliac lymph nodes. 


MALNUTRITIONAL IMMUNITY #0 
VIRUS DISEASES 

In 1942 Foster and her associates’ of the Depart- 
ment of Pediatrics, University of Pennsylvania, found 
that a deficiency of thiamine increases the normal 
resistance of mice to inoculations of the virus of polio- 
myelitis. The incubation period is shorter and the inci- 
dence of paralysis and death rate are much less than 
in control mice maintained at the optimum level of 
thiamine. They subsequently found that a similar 
increase in antiviral resistance resulted from a mere 
restriction of food intake or from a restriction in the 
carbohydrate fraction only while maintaining the normal 
intake of all other components.” At about the same time 
similar findings were reported by Rasmussen and his 
colleagues * of the University of Wisconsin, who found 
that the decrease in susceptibility to poliomyelitis noted 
in mice on diets of restricted caloric value is less 
accentuated than that observed in mice which are 
deficient in thiamine. The malnutritional immunity was 


1. Foster, Claire; Jones, J. H.; Henle, Werner, and Dorfman, Frieda: 
Proc. Soc. Exper. Biol. & Med. 51: 215 (Nov.) 1942. 

2. Foster, Claire; Jones, J. H.; Henle, Werner, and Dorfman, Frieda: 
J. Exper. Med. 7: 221 (Feb.) 1944. 

3. Rasmussen, A. F., Jr.; Waisman, H. A.; a» Ala C. A., and 
Clark, P. F.: J. Infect. Dis. 74:41 (Jan.-Feb.) 1944 
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demonstrated with both the Theiler’s virus and the 
Lansing strain of poliomyelitis. 

On account of the wartime interest in nutritional 
deficiencies, Foster and her group * attempted a careful 
confirmation of the reported relative immunologic 
effects of vitamin B, deficiency and restricted food 
intake. They used carefully paired litter mates inocu- 
lated intracerebrally with the same dose of the Lansing — 
virus. Two hundred mice were used in their titrations. 
These were divided into four groups of 50 mice each, 
the 4 animals from each litter being of the same sex. 
One group of 50 mice was fed ad libitum a restricted 
diet containing as little as 30 to 40 micrograms of 
thiamine per hundred grams. <A second group was 
given an adequtae diet containing 100 micrograms of 
thiamine per hundred grams, the amount of food eaten 
from day to day by this group being restricted to 
the daily food intake of group 1. In other groups the 
caloric intake was restricted without reduction in the 
intake of thiamine or other essential factors. 

In all cases the onset of symptoms and deaths from 
paralysis occurred earlier in the adequately fed control 
group than with the deficiency animals. For example, 
by the eleventh day eighteen deaths occurred in the 
adequately fed group while there was but one death 
in the thiamine deficient group and but five deaths in 
the group with restricted caloric intake. Similar differ- 
ences were recorded till the end of the experiment 
(twenty-eight days). 

As previously reported by Rasmussen, a slightly 
greater number of deaths occurred in the low caloric 
group than with the thiamine deficient animals. Vita- 
min B, deficiency therefore apparently furnished a 
greater increase in normal antiviral resistance than that 
afforded by restricted food intake. Rasmussen also 
found that if thiamine deficient survivors are subse- 
quently given adequate thiamine they often became 
paralyzed after a prolonged incubation period. This 
also was confirmed. 

Malnutritional immunity is not limited to the polio- 
myelitis virus. As early as 1911 it was noted that 
undernourished chickens are practically immune to the 
Rous sarcoma virus.’ Subsequently it was found that 
diets restricted in such essential components as proteins, 
vitamins, minerals or fats inhibit the formation of both 
spontaneous and induced tumors in mice.® Rabbits on 
a starvation diet are more resistant to vaccinia virus 
than adequately fed controls.’ Probably, therefore, mal- 
nutritional immunity is a phenomenon applicable to a 
wide range (possibly to all) virus diseases. 

No adequate theory has thus far been developed to 
account for this apparent paradox: a malnutritional 
immunity to virus diseases coupled with a_ hyper- 
susceptibility to bacterial infections. 


4, Foster, Claire; Jones, J. H.; 
J. Exper. Med. 80: 257 (Oct.) 1 
5. Rous, Peyton: J. Exper. Med. 13: 397, 1911. 
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Current Comment 


PEPTIC ULCERATION IN GASTRIC 
CARCINOMA 


Ulceration apparently of peptic nature is not infre- 
quent in gastric carcinoma.’ At times such ulceration 
may present many features characteristic of simple ulcer, 
including reparative processes. Carefully studied cases 
of this nature have been reported recently by Euster- 
man,? Palmer and Humphreys * and others. In each 
of Eusterman’s 5 cases a small carcinoma, roentgeno- 
logically indistinguishable from simple ulcer, apparently 
healed completely under intensive medical treatment. 
The 4 cases described in detail by Palmer and Hum- 
phreys simulated simple ulcer in many respects at the 
same time as they presented diagnostic signs of carci- 
noma. In these cases the ulcers had the morphologic 
characteristics of simple ulcer with more or less well 
defined repair of the defects and carcinomatous infiltra- 
tion of the walls. In none of these cases was there 
definite clinical evidence of preexisfing simple ulcer. 
The cases mentioned illustrate difficulties in the way 
of prompt differentiation of simple and carcinomatous 
gastric ulcer. As emphasized by Palmer and Hum- 
phreys there appears to be “a mechanism by which 
the clinical symptoms, the roentgen evidence and the 
gastroscopic evidence of a gastric neoplasm may all 
disappear.” The possibility must be kept in mind that 
-under certain circumstances gastric carcinoma may 
respond so favorably to treatment that its true nature 
is not suspected as early as it should be. 


BRITISH EXPERIENCE IN THE TREAT- 
MENT OF HYPERTHYROIDISM 
WITH THIOURACIL 


Nussey ' treated 27 unselected cases of hyperthyroid- 
ism with thiouracil for three weeks to twelve months. 
The results were favorable in all the cases save 1 of 
long standing. In the light of present experience 
Nussey regards it a safe working rule to give 0.2 Gm. 
of thiouracil three times daily for three to five weeks, 
when the amount should be reduced gradually and 
maintained at the lowest level compatible with the 
patient’s well being. He urges that all patients so 
treated be kept under adequate supervision, also that all 
patients suffering from hyperthyroidism be treated with 
thiouracil. As it was as recently as in 1943 that 
Astwood ? made the first clinical trial with thiouracil, 
it is not yet possible to tell whether a medical treatment 
of hyperthyroidism has been introduced that will 
replace the surgical. Fortunately, a safe basis seems 
to have been established for continued observations 
on the curative action of thiouracil. 


1. Mallory, T. B.: Carcinoma in Situ of the Stomach and Its anes 
on the Histogenesis of Malignant Ulcers, orm. By a ae 348 (July 

2. Eusterman, G. B.: Carcinomatous Gast 
of Medical Therapy, J. A. M. A. 18:1 (Jan. a ee 

3. Palmer, W. L., and Humphreys, E. M.: Gastric Carcinoma: Obser- 
vations on Peptic Ulceration and Healing, Gastroenterology 3: 257 (Oct.) 
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1. Nussey, A. M.: an of Hyperthyroidism with Thiouracil, 
2: 745 (Dec. 9) 1 
stwood, E. B.: Bs Bao of Hyperthyroidism with Thiourea and 
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INSULIN SHOCK THERAPY 


The aim of the study ' by the Temporary Commission 
on State Hospital Problems was to evaluate the effec- 
tiveness of insulin shock therapy in the treatment of 
patients with dementia precox. Of 2,004 studied, 1,128 
were treated with insulin at Brooklyn State Hospital 
between Jan. 1, 1937 and June 30, 1942. The remaining 
876, admitted to other Metropolitan State Hospitals 
during the same period, who did not receive any form 
of shock therapy but were as nearly comparable as 
possible with the insulin treated patients, were used as 
a control group. The criteria used for measuring the 
effectiveness of insulin shock therapy were the subse- 
quent ability of patients to leave the hospital and return 
to their homes, the length of hospital stay before leaving, 
the length of time patients were able to remain at home 
and the extent to which they were restored to useful- 
ness. The study showed that, as a group, the insulin 
treated patients did better in all respects than the 
nontreated patients. Thus 79.5 per cent of the insulin - 
treated patients were able to leave the hospital as against 
58.8 per cent of the nontreated group. The insulin 
treated patients had a consistently larger proportion 
able to leave the hospital than the nontreated patients. 
The difference was especially evident among the para- 
noids, 79.4 per cent as against 59.0 per cent. Among 
the insulin treated patients the hospitalization period 
prior to release was 3.8 months shorter per patient 
than among the nontreated. Among the patients with 
subsequent hospitalization the insulin treated patients 
spent an average of two months more at home than 
in the hospital, while the nontreated patients spent 
seven and one-half months more in the hospital than 
at home, constituting a saving of nine and one-half 
months of hospitalization per insulin treated patient. 
At the end of this study, between five and one-half 
years and six months after release of all the insulin 
treated patients 58.9 per cent were at home as against 
44.0 per cent of the nontreated group. There was a 
consistently larger proportion of insulin treated patients 
in the higher levels of usefulness. A larger proportion 
of insulin treated patients returned to gainful employ- 
ment as compared with the nontreated group, 71.1 per 
cent and 60.6 per cent respectively. The insulin treated 
group had a consistently larger proportion of patients 
who were doing well and as well as or better than they 
did before their illness, regardless of the time which 
elapsed between their release and the date of study. 
Insulin treatment has effected a saving of approximately 
286,695 days of hospital care, a saving of approximately 
$80,274.60 in cost of food and clothing and substantial, 
though undetermined, saving in maintenance costs and 
a still larger saving ultimately in construction costs. 
The determination that the highest percentage of 
improvement occurred among those in whom the illness 
was of short duration might be utilized in achieving 
even better results with insulin therapy if a technic 
could be established that would more certainly identify 
patients in the early stages of the illness than is now 


possible. 


1, Insulin Shock Therapy, Study by the Temporary Commission on 
State Hospital Problems, 105 East 22d Street, New York 10, 1944. 
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MEDICINE AND THE WAR 


ARMY 


CONVALESCENT SOLDIERS GIVEN 
PRETECHNICAL TRAINING 


The War Department recently announced that pretechnical 
training in the arts and trades will be offered by the Quarter- 
master Corps as part of the conditioning of soldiers in con- 
valescent hospitals. The courses will include canvas and leather 
work, sewing machine operation, clothing and textile repair, 
electrical work, topographic drawing, warehousing and utility 
repair. The training will be part of the current Army Medical 
Department program to recondition hospitalized soldiers for a 
return to service or for reentry into civilian life. The program 
also includes physical and educational reconditioning, occupa- 
tional therapy and recreation. According to the Office of the 
Surgeon General, the program has resulted in a sharp decrease 
in army discharges due to disability. Approximately 12,000 
men are being sent back to full duty each week, and the time 
of hospitalization has been reduced as much as one third. 


ARMY APPOINTS RECRUITING 
COORDINATOR 


The War Department recently announced the appointment of 
Miss Evelyn Blewett as civilian consultant to Major General 
Norman T. Kirk, Surgeon General of the Army, on the Army 
Nurse procurement and public relations program. Miss Blewett, 
who has handled such successful campaigns as the Wave 
Recruiting Campaign for the Navy and the “Food Fights for 
Freedom” program, will coordinate the procurement program 
with such other agencies as the Office of War Information, the 
Red Cross, the National Nursing Council for War Service, 
the Army’s Recruiting Publicity Bureau, and the War Man- 
power Commission. She will continue to act as staff manager 
for the War Advertising Council in this emergency campaign. 


DEAFNESS AMONG SOLDIERS 


Cases of deafness among soldiers which were not detected at 
their induction are now being detected through the modern 
scientific methods in use by the Army Medical Department. 
Those with heretofore undetected deafness as well as those with 
service incurred deafness are being rehabilitated at Deshon 
General Hospital, Butler, Pa., Hoff General Hospital, Santa 
Barbara, Calif., and Bordon General Hospital, Chickasha, Okla. 
To provide hearing aid sooner for the deaf, earpieces to which 
the aid may be fastened are now being manufactured in the 
three hospitals, in this way overcoming the delay incident to 
packing and transmitting to manufacturers the cast for the ear- 
pieces, as well as for their return by mail. 


COLONEL SIGAFOOS APPOINTED 
DEPUTY DIRECTOR 


Lieut. Col. Rolland B. Sigafoos, formerly of Tacoma, Wash., 
who was recently awarded the Legion of Merit (THE JourNAL, 
January 27, p. 225), has been appointed deputy director of the 
Training Division, Operations Service, Office of the Surgeon 
General. Colonel Sigafoos replaces Lieut. Col. Charles H. 
Moseley, assigned overseas. 


ARMY HOSPITALS CONSOLIDATE 
AAF Regional Station Hospital No. 1, consisting of the Casa 
Loma Hotel and Miami Biltmore Hotel, Coral Gables, Fia., 
and the AAF Convaleseent Hospital, Miami Beach, Fla., have 
been consolidated and designated Army Air Forces Regional 
and Convalescent Hospital, Miami Area, Miami Beach, Fla. — 


ARMY AWARDS AND COMMENDATIONS 


Captain Bradléy C. Brownson 

The Air Medal was recently awarded to Capt. Bradley C. 
Brownson, former fellow in surgery in the Mayo Foundation, 
for “meritorious achievement while participating in aerial flight 
during the period Jan. 17, 1944 to April 6, 1944.” The citation 
read, in part, “In order that he might better acquaint himself 
with the special problems of the combat crews to study their 
reactions in face of danger and the fatigue factors involved, 
Capt. Bradley C. Brownson (formerly of Rochester) as flight 
surgeon of a medium bombardment squadron (in the central 
Pacific area) voluntarily participated in six combat strike sorties 
over heavily defended enemy held bases, during which time he 
was subjected to the dangers of enemy antiaircraft fire and 
probable fighter opposition.” Dr. Brownson graduated from 
Tulane University of Louisiana School of Medicine, New 
Orleans, in 1937 and entered the service Aug. 15, 1941. 


Captain Samuel Hurwitz 

Capt. Samuel Hurwitz, formerly of Fall River, Mass., was 
recently awarded the Bronze Star Medal. The citation accom- 
panying the award read “for ‘heroic achievement in action on 
July 17, 1944 in France. When one of the battery positions of 
his battalion was subjected to heavy enemy shelling, Captain 
Hurwitz, battalion surgeon, immediately proceeded to the vicin- 
ity and began to render medical attention to the wounded. 
Despite the fact that more than twenty enemy shells landed in 
his battery’s position during a period of forty-five minutes, 
Captain Hurwitz, completely disregarding his own safety, con- 
tinually exposed himself to this enemy shell fire as he organized 
the first aid, rendered immediate medical attention to the 
wounded and caused their evacuation. The courage and devo- 
tion to duty displayed by Captain Hurwitz reflected credit on 
himself and the military service. Dr. Hurwitz graduated from 
the University of Toronto Faculty of Medicine in 1931 and 
entered the service Aug. 12, 1942. 


Major John H. Grindlay 


Major John H. Grindlay, former fellow in surgery at the 
Mayo Foundation and chief of professional medical services at 
McGuire General Hospital, Richmond, Va., has been awarded 
the Bronze Star Medal. The citation read, in part, “Major 
Grindlay with other United States military personnel and a 
number of civilians assisted in the destruction of military instal- 
lations and equipment of benefit to the enemy and withdrew 
with General Stilwell from Burma to India. The trek was 
made on foot across mountains, jungle terrain and monsoon 
swollen streams. Major Grindlay’s endurance, cheerfulness and 
concern for the welfare of other members of his party con- 
tributed much to the successful completion of this march.” Dr. 
Grindlay graduated from Harvard Medical School, Boston, in 
1935 and entered the service Nov. 25, 1940. ; 


Captain Emanuel Sprei 

The Bronze Star Medal was recently awarded to Capt. 
Emanuel Sprei, formerly of New York, accompanied by the 
citation “for meritorious service in connection with military 
operations against an enemy of the United States in France 
during the period July 29, 1944 to Oct. 31, 1944. He has 
repeatedly established his aid station immediately behind the 
front lines, thereby expediting the treatment and evacuation of 
the wounded. His professional knowledge and untiring efforts 
have enabled his medical detachment to function with precision 
and dispatch.” Dr. Sprei graduated from the University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, in 1938 and entered the service Feb. 20, 
1942. 
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COMMISSIONING OF MEDICAL AND 
DENTAL STUDENTS 


Commissioning of medical and dental students in the V-12 
Program who are under 21 years of age at the time of their 
graduation from professional school is defined in a recent release 
(Navy V-12 Bulletin No. 273) issued by the Bureau of Naval 
Personnel, Washington, D. C., as follows: 

As a result of the accelerated academic programs for medical 
and dental students in the Navy V-12 Program, it is anticipated 
that a limited number of such men will complete the require- 
ments for graduation from medical or dental schools prior to 
their having attained the age of 21. As the laws of practically 
all the states require that applicants for license to practice medi- 
cine and dentistry be 21 years of age, it is considered highly 
desirable that such a requirement be maintained by the Medical 
Department of the Navy. 

Therefore, in the event that a medical or dental student in 
the Navy V-12 Program completes his professional academic 
training before he attains the age of 21, he will be commissioned 
as Ensign H(P) (probationary) on graduation and will be 
assigned to active duty under the cognizance of the Bureau of 
Medicine and Surgery or, at his request, he may be released 
from active duty status until he has reached the aged of 21. 
The services of such Ensigns H(P) assigned to active duty 
in the Navy will be utilized in laboratory work or in other 
duties not involving actual medical or dental treatment until 
they become 21 years of age, at which time they will be eligible 
for appointment as Lieutenants (jg), (MC), U. S. Naval 
Reserve, or Lieutenants (jg), (DC), U. S. Naval Reserve, and 
assignment to intern training or to general duty. 

At the time recommendations for appointment to commis- 
sioned status on completion of requirements for graduation from 
medical or dental schools are forwarded in conformance with 
the requirements of reference (a), the commanding officer should 
recommend any man who will not have reached his twenty-first 
birthday for appointment as Ensign H(P) rather than Lieu- 
tenant (jg) (MC) or (DC) and, if the student wishes to exer- 
cise the privilege of requesting inactive duty, such written 
request will be forwarded by the commanding officer to this 
bureau via the Bureau of Medicine and Surgery. 


NAVY AWARDS AND COMMENDATIONS 


Lieutenant Robert Moore Smith Jr. 

Lieut. Robert Moore Smith Jr., formerly of Louisville, Ky., 
was recently awarded the Bronze Star. The citation read “for 
meritorious performance of duty as a company medical officer 
of the Second Beach Battalion during the assault of France, 
June 6, 1944. Lieutenant Smith, under heavy gunfire, repeatedly 
exposed himself to administer to the wounded and, without 
regard for his personal safety, supervised the evacuation of 
wounded from his section of the beach. His courage and devo- 
tion to duty were an inspiration to all officers and men having 
contact with him. The skill and professional ability displayed 
by Lieutenant Smith, under most trying conditions, were in 
keeping with the best traditions of the United States naval 
service.” Dr. Smith graduated from Washington University 
School of Medicine, St. Louis, in 1940 and entered the service 
Feb, 8, 1943. 


Lieutenant Commander Ralph Chandler Parker Jr. 

Lieut. Comdr. Ralph Chandler Parker Jr., formerly of 
Batavia, N. Y., was recently awarded the Bronze Star. The 
citation reads “ior meritorious service as Senior Medical Officer 
attached to the U. S. S. Arkansas prior to and during the 
invasion of the coast of France on June 6, 1944. Skilled and 
tireless in the performance of duty, Lieutenant Commander 
Parker ‘achieved exceptional success in training the personnel 
of the Medical Department for the prompt and expert care and 
treatment of casualties brough aboard during assault operations. 


His outstanding professional integrity and devoted efforts were 
responsible for the saving of many lives and in keeping with 
the highest traditions of the United States Naval Service.” 
Dr. Parker graduated from Harvard Medical School, Boston, 
in 1937 and entered the service July 2, 1938 


Lieutenant Walter George Epply 

Posthumous award of the Silver Star was recently made to 
Lieut. Walter George Epply, formerly of Manchester, N. H. 
The citation accompanying the award read “for conspicuous 
gallantry and intrepidity as officer in charge of the medical 
section of a beach party during the assault on enemy Japanese 
held Asan Point, Guam, Marianas Islands, on July 21, 1944. 
Landing with his medical section on a beach subjected to heavy 
and persistent enemy mortar and shellfire, Lieutenant Epply 
immediately located a suitable site and directed the establish- 
ment of his medical station. Completely disregarding his own 
personal safety and exposing himself continuously to terrific 
hostile fire, he skilfully rendered aid to the many casualties on 
the beach until he was killed while administering plasma to a 
wounded Marine, whose life was saved as a result of the prompt 
and vital treatment. Lieutenant Epply’s heroic conduct and 
self-sacrificing efforts on behalf of his comrades were an inspira- 
tion to his corpsmen and in keeping with the highest traditions 
of the United States Naval Service. He gallantly gave his 
life for his country.” Dr. Epply graduated from McGill Uni- 
versity Faculty of ee Montreal, in 1941 and entered the 
service Aug. 22, 


Captain Bernard S. Pupek 

The Legion of Merit was recently awarded to Capt. Bernard 
S. Pupek, formerly of Arlington, N. J. The citation read “For 
exceptionally meritorious conduct in the performance of out- 
standing services to the government of the United States as 
medical officer on the staff of Commander Amphibious Force, 
United States Atlantic Fleet, and later on the staff of a major 
task force commander during the landings in French Morocco. 
Charged with the difficult assignment of preparing thorough 
casualty evacuation plans in coordination with army medical 
authorities, Captain Pupek worked untiringly in providing 
loaded transports, shipborne landing craft and beach parties 
with adequate medical facilities and personnel to care for the_ 
wounded. By his sound judgment and outstanding initiative 
in organizing, training and directing the operations of the vari- 
ous assault unit medical departments, he contributed materially 
to the efficient and expeditious handling of casualties during 
the large scale amphibious attacks in this vital war area.” Dr. 
Pupek graduated from New York University College of Medi- 
cine, New York, in 1925 and was commissioned a lieutenant 
(jg) in June of that year. 


Captain Brython P. Davis 

A letter of commendation was recently presented to Capt. 
Brython P. Davis, formerly of Washington, D. C., which reads 
“Your performance of duty over a period of thirty months as 
medical officer in command of a base hospital, Northern Ireland, 
has been brought to my attention. During your tour of duty 
the hospital and all of its facilities has been opened to the 
officers and men of all the Allied Forces as well as to our own. 
Not only were the ills of the patients treated skilfully, but you 
and your staff contributed materially to the creation of most 
cordial relations with the members of all Allied forces. For 
your leadership, tact, application of technical knowledge and 
skill, and steadfast devotion to duty you are hereby commended. 
This commendation carries with it the privilege of wearing the 
commendation ribbon.” Dr, Davis graduated from the Univer- 
sity of California Medical School, San Francisco, in 1916 and 
entered the service Aug. 29, 1917, 


Lieutenant (jg) John L. Paladino 
The Navy and Marine Corps Medal was recently bestowed 
on Lieut. (jg) John L. Paladino, formerly of Brooklyn, The 
citation read “for heroic conduct in caring for the survivors of 
the U. S. S. LST 314 subsequent to the sinkine of that vessel 
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on June 9, 1944. Although he himself was wounded and suffer- 
ing from shock and prolonged exposure, Lieutenant, Junior 
Grade, Paladino promptly organized first aid parties aboard 
the rescue vessel and, working tirelessly and with expert pro- 
fessional skill for a period of eight hours, attended the survivors 
of his ship until he was satisfied that all possible medical aid 
had been rendered. His unselfish efforts and valiant devotion 
to duty under extremely difficult conditions were in keeping 
with the highest traditions of the United States Naval Service.” 
Dr. Paladino graduated from St. Louis University School of 
Medicine in 1936 and entered the service in September 1943. 


Lieutenant Roddie Lesley Stewart 

Lieut. Roddie L. Stewart, formerly of Pell City, Ala., was 
recently awarded the Bronze Star for meritorious service as 
headquarters battalion surgeon during the attack on Saipan. 
The citation stated that he landed “during heavy artillery and 
mortar barrage and established and operated an aid station by 
means of which many casualties were cared for and evacuated.” 
Dr. Stewart graduated from the University of Tennessee Col- 
lege of Medicine, Memphis, in 1934 and entered the service in 
August 1942. 
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Lieutenant Commander Ernest N. Neber 

The Navy and Marine Corps Medal was recently awarded to 
Lieut. Comdr. Ernest N. Neber, formerly of Centralia, Il. The 
citation read “for heroic conduct while serving as flight surgeon 
with a Marine fighter squadron on the occasion of an explosion 
at an advanced naval base in the Solomon Islands area on 
Sept. 4, 1943. When a large aerial bomb exploded and over- 
turned a nearby truck, Lieutenant Commander (then Lieutenant) 
Neber unhesitatingly rushed to the aid of three men in the cab 
of the burning vehicle. Lifting him out of the compartment 
while ammunition from the gun pans of four blazing planes 
exploded around him, he carried an unconscious and badly 
burned victim to the safety of a revetment, where he skilfully 
administered emergency treatment. Seconds after he effected 
his daring and gallant rescue, a gasoline truck exploded and 
completely demolished the four planes and the overturned 
vehicle. Lieutenant Commander Neber’s professional integrity 
and fearless devotion to duty, maintained at great personal risk, 
undoubtedly saved the life of a man who otherwise might have 
perished and were in keeping with the highest traditions of the 
United States Naval Service.” Dr. Neber graduated from 
Hahnemann Medical College and Hospital of Philadelphia in 
1936 and entered the service July 1, 1944. 


MISCELLANEOUS 


WARTIME GRADUATE MEDICAL MEETINGS 


The following subjects and speakers for Wartime »Graduate 
Medical Meetings have just been announced : 

Vaughan General Hospital, Hines, Ill.: Virus and Rickettsial 
Diseases: Medical and Neurologic Diseases and Treatment, Dr. 
Thomas Francis Jr., February 16; Psychosomatic Medicine, 
Drs. David Slight and Lewis J. Pollock, February 28. 

Station Hospital, Dow Field, Bangor, Maine: Joint Injuries, 
Drs. G. E. Haggart and Hugh F. Hare, February 20. 

Dispensary, U. S. Naval Air Station, Brunswick, Maine: 
Fractures of Extremities, Dr. Russell. F; Sullivan, February 15. 

Station Hospital, Fort Williams, Portland, Maine: The Use 
of Penicillin and the Sulfa Drugs, Dr. Cutting B. Favour, Feb- 
ruary 15. 

* Regional Hospital, Waltham, Mass.: The Pneumonias and 
Other Respiratory Infections, Dr. Francis C. Lowell, Febru- 
ary 15. 

U. S. Naval Hospital, Chelsea, Mass.: The Psychoneuroses 
and Their Management, Dr. Abraham Myerson, February 15. 

Lovell General Hospital, Fort Devens, Mass.: Pilonidal Sinus 
and Common Diseases of the Anus and Rectum, Dr. E. Parker 
Hayden, February 15. 

Cushing General Hospital, Framingham, Mass.: Blood Dys- 
crasias and Transfusions, Dr. William B. Castle, February 15. 

Station Hospital, Camp Myles Standish, Taunton, Mass. : 
Diarrheal Diseases, Dr. Ralph E. Wheeler, February 15. 

U. S. Marine Hospital, Brighton, Mass.: The Skin, Dr. 
Bernard Appel, February 15. 

U. S. Naval Convalescent Hospital, Springfield, Mass.: Burns 
and Reconstruction Surgery, Drs. John A. Reidy and John 
Langohr, February 15. 

Dispensary, U. S. Naval Construction Training Center, Davis- 
ville, R. I.; Peripheral Vascular Disease, Dr. Robert R. Linton, 
February 15. 

U. S. Naval Hospital, Newport, R. I.: Acute Abdominal 
Emergencies, Dr. Richard B. Cattell, February 15. 

Station Hospital, Bradley Field, Windsor Locks, Conn.: The 
Skin, Dr. Maurice J. Strauss, February 15. 

Naval Submarine Base, New London, Conn.: Chest and 
Abdominal Injuries, Drs. R. Glen Urquhart and George H. 
Gildersleeve, February 15. 

Induction Center, Grand Central Palace, New York: Clinical 
Implications in the Newer Knowledge of the Shock Syndrome, 
Dr. Samuel Standard, February 23. 

A. A. F. Langley Field, Virginia: Arteriovenous Fistula, 
Dr. William B. Porter, February 23; Common Peripheral Nerve 
Lesions and Technic of Repairing Large Nerve Defects, Capt. 
Benjamin B. Whitcomb, February 23. 


Ashford General Hospital, White Sulphur Springs, W. Va.: 
Treatment of Patients with Paraplegia Due to War Injuries, 
Dr. Donald Munro, February 20. 

Percy Jones General and Convalescent Hospital, Battle Creek, 
Mich.: Recent Advances in Virus and Rickettsial Diseases, 
Capt. Arthur W. Frisch, February 19; Surgical Diseases of the 
Stomach, Dr. Warren H. Cole, February 26. 


HOSPITALS NEEDING INTERNS 

AND RESIDENTS 
The following hospitals have indicated to the Council on 
Medical Education and Hospitals that they have not completed 


their house staff quota allotted by the Procurement and Assign- 
ment Service: 


(Continuation of list in Tut Journat, February 3, page 282) 


ARKANSAS 
Baptist State Hospital, Little Rock. Capacity, 340; admissions, 9,018. 
Mr. John G, Dudley, Administrator (intern, April 1). 
CALIFORNIA 


Mount Zion Hospital, San Francisco, Capacity, 193; admissions, 5,333. 
Dr. J. A. Katzive, Director (resident—roentgenology). 


CONNECTICUT 
Meriden Hospital, Meriden. Capacity, 177; admissions, 3,802. 
Herbert T. Wagner, Director (interns, July 1). 


MASSACHUSETTS 
St. Joseph’s Hospital, Lowell. Capacity, 175; admissions, 
Sister St. Philip, R.N., Administrator (interns). 
Worcester Hahnemann Hospital, Worcester. Capacity, 151; admissions, 
4,457. Miss Erna M. Kuhn, R.N., Superintendent (2 interns, 
2 residents). 


Dr. 


4,358, 


MISSOURI 
St. Mary’s Hospital, Kansas City. Capacity, 182; admissions, 5,785. 
Sister Mary Liberata, R.N., Superintendent (1 intern now, 3 July 1). 
NEW YORK 
New York City. Capacity, 
Dr. John Dorning, Director (interns). 
OHIO 


Fairview Park Hospital, Cleveland. Capacity, 201; admissions, 6,170. 
Rev. Philip Vollmer Jr., Superintendent (2 interns, July 1). 

Lutheran Hospital, Cleveland. Capacity, 160; admissions, 4,525. 
Lee S. Lanpher, Superintendent (intern, July 1). 


PENNSYLVANIA 

Northeastern Hospital, Philadelphia. Capacity, 102; admissions, 2,455. 

Mr. Charles H. Dabbs, Administrator (2 interns). 
WISCONSIN 

State of Wisconsin General Hospital, Madison. Capacity, 772; admis- 


sions, 12,682. Dr. H. M. Coon, Superintendent (resident—-medicine ; 
). 


St. Francis Hospital, 


441; admissions, 
6,788. 


Mr. 
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ORGANIZATION SECTION 


THE PHYSICIAN’S FEDERAL INCOME TAX 


PREPARED BY BUREAU OF 


LEGAL MEDICINE LEGISLATION, 


AMERICAN MEDICAL ASSOCIATION 


On or before March 15, federal income taxpayers 
must do three things: (1) They must file their final 
returns for the year 1944; (2) they must file declara- 
tions of estimated tax for 1945; (3) they must pay the 
unpaid part, if any, of the tax that was unabated for 
1942 or 1943, as the case may be. 


WHO MUST FILE RETURNS 

A tax return must be filed by every citizen or resident 
of the United States whose total gross income in 1944 
was $500 or more. Joint returns may be filed by a 
husband and wife if (1) they were married at the end 
of the year and (2) both were citizens or residents of the 
United States. Such a joint return may be filed even 
though one spouse had neither income nor deductions. 


WHO MUST FILE DECLARATION OF ESTIMATES 


In addition to filing the return for 1944, certain tax- 
payers must file on or before March 15 a declaration of 
estimated tax for 1945. Such a declaration must be 
filed by a taxpayer if— 

(1) his gross income from wages can reasonably be expected 
to exceed the sum of $5,000 plus $500 with respect to each 
surtax exemption, except his own; or 

(2) his gross income from sources other than wages can 
reasonably be expected to exceed $100 for 1945 and his gross 
income to be $500 or more. 


A taxpayer may, if necessary, file one or more 
amended declarations during the year but only one in 
each calendar quarter. The last such amended declara- 
tion must be filed on or before Jan. 15, 1946. 

The estimated tax is payable quarterly as it was in 
1944, the final payment becoming due Jan. 15, 1946. 


TAX RATES AND EXEMPTIONS 


The victory tax has been eliminated and the normal 
rate reduced from 6 per cent to 3 per cent. The surtax 
rate begins at 20 per cent on the first $2,000 of surtax 
net income and increases in rate for incomes in the 
higher brackets. 

For the normal tax an exemption of $500 is allowed 
each taxpayer, irrespective of the number of dependents 
or marital status. If a joint return is filed by husband 
and wife the exemption normally is $1,000. If, how- 
ever, the adjusted gross income of one spouse is less 
than $500 the exemption claimable on the joint return 
is $500 plus the amount of that adjusted gross income. 
For the surtax, exemptions are in the amount of $500 
each for the taxpayer, for his or her spouse and for each 
dependent whose gross income was under $500. In 
prior years the personal exemption allowed a married 
couple could be taken in full on a joint return or on 
separate returns could be taken by either or divided 
between them in any desired proportion. This division 
can no longer be done. 

The determination of whether a taxpayer is single or 
. married is to be made as of the last day of the taxable 


year. There is no status determination date for depen- 
dents, the test being whether the taxpayer furnished 
over half of the support. The requirement previously 
obtaining that the dependent must either be under 18 
years of age or incapable of self support because of some 
mental or physical defect has been eliminated. 

The earned income credit of 10 per cent, claimable 
in connection with the normal tax in prior years, has 
been eliminated. A special exemption is made available 
to taxpayers who are in the armed forces which will be 
discussed later. 


GROSS AND ADJUSTED GROSS INCOMES 


Gross Income.—A_ physician’s gross income is the 
total amount of money received by him during the year 
for professional services, regardless of the time when 
the services were rendered for which the money was 
paid, assuming that the return is on a cash receipts and 
disbursements basis, plus such money as he has received 
from investments and from other sources. 

lf a physician receives a salary as compensation for 
services rendered and in addition thereto living quar- 
ters or meals, the value to the physician of the quarters 
and meals so furnished ordinarily constitutes income 
subject to tax. If, however, living quarters or meals 
are furnished for the convenience of the employer, the 
value thereof need not be computed and added to the 
compensation otherwise received by the physician. As 
a general rule, the test of “convenience of the employer” 
is satisfied if living quarters or meals are furnished 
to a physician who is required to accept such quarters 
and meals in order to perform properly his duties. 
For example, if a physician employed by a hospital 
is subject to immediate service at any time during the 
twenty-four hours of the day and therefore cannot obtain 
quarters or meals elsewhere without material inter- 
ference with his duties and on that account is required 
by the hospital to accept the quarters or meals furnished 
by it, the value thereof need not be included in the gross 
income of the physician. 


Adjusted Gross Income.—Adjusted gross income is 
defined to mean gross income minus— 


(1) deductions attributable to a trade or business carried ‘on 
by the taxpayer, if such trade or business does not consist of 
the performance of services by the taxpayer as an employee; 

(2) expenses of travel, meals and lodging while away from 
home, paid or incurred by the taxpayer in connection with the 
performance by him of services as an employee; 

(3) certain reimbursed expenses in connection with employ- 
ment ; 

(4) deductions attributable to property held for the prodac- 
tion of rents or royalties; 

(5) depreciation or depletion allowed a life tenant of property 
or to an income beneficiary of property held in trust; and 

(6) losses from the sale or exchange of property. 


The adjusted gross income is to be used as a basis to 
determine (1) the limitation on the deduction for 
charitable contributions (15 per cent of the adjusted 
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gross income), (2) the amount of the deduction for 
medical expense (excess over 5 per cent of adjusted 
gross income), (3) the amount of the optional standard 
deduction the taxpayer may elect to take (10 per cent 
of adjusted gross income in certain income brackets), 
(4) exemptions in certain cases where joint returns are 
filed by husband and wife, as previously pointed out, 
and (5) if the taxpayer may take advantage of the 
optional tax table devised for incomes under $5,000. 


OPTIONAL TAX TABLE 


If a taxpayer has an adjusted gross income of less 
than $5,000, he may if he so elects compute his tax 
by using the optional or alternative tax table. This 
table allows for the normal tax and surtax exemptions 
and for nonbusiness deductions approximating 10 per 
cent of the adjusted gross income. The election may 
be exercised irrespective of the source of the income. 
This table may not be used if the adjusted gross income 
of the taxpayer is $5,000 or more but in such cases an 
optional flat $500 deduction may be claimed in lieu of 
nonbusiness deductions generally, such as charitable 
contributions, interest and taxes. Such a taxpayer may 
elect to exercise this option or he may itemize such 
deductions as in prior years. The taxpayer who reports 
an adjusted gross income of less than $5,000 a year 
will not be allowed the standard deduction as a separate 
item. Its benefits may be obtained only by using the 
optional tax table, which, as already indicated, assumes 
that the user of the table is entitled to a deduction 
approximating 10 per cent of his adjusted gross income. 


PILYSICIANS IN SERVICE 

The fact that a physician is in service does not of 
itself excuse a failure to file a return or declaration. It 
is understood, however, that if because of the inaccessi- 
bility of the necessary records a physician in service is 
unable to file a complete return he may file a tentative 
return on which he must estimate his income, deductions 
and tax as best he can and indicate on the return his 

ereasons for following the procedure. At a later date, 

if that procedure is followed, a complete return must 
be filed and necessary adjustments in tax will be made. 
What has just been said relates to physicians in service 
who are stationed in this country. 

If a physician in service is on duty outside the United 
States, no income tax will become due, generally speak- 
ing, until the fifteenth day of the fourth month following 
the month in which the physician ceases, except by 
reason of death or incompetence, to be a member of 
the military forces on sea duty or in service outside the 
continental United States, or the fifteenth day of the 
third month following the month in which the present 
war is terminated, whichever may be the earlier. When 
a physician in service returns to the United States, he 
should contact his local collector of internal revenue 
and make arrangements to bring his returns up to date. 

- The law provides a special exemption for members of 
the armed forces in addition to the personal exemption. 
The first $1,500 of the service pay of members of the 
armed forces, including commissioned officers, is non- 
taxable. Other service pay, however, must be reported 
as income. Commutation of quarters and rental value 
of quarters occupied by medical officers are not taxable 
income ; neither is mustering out pay. 

If the ability of physicians in service to pay income 
taxes is materially affected by such service, payment 
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of the tax falling due before or during the service may 
be deferred for a period extending not more than six 
months after the termination of service. This defer- 
ment is authorized by section 513 of the Soldiers’ and 
Sailors’ Civil Relief Act of 1940 and applies to all 
members of the Army, Navy, Marine Corps and Coast 
Guard and to all officers of the United States Public 
Health Service detailed for duty either with the Army 
or with the Navy, on active duty or while undergoing 
training or education under the supervision of the 
United States preliminary to induction into service. 
This deferment is not automatic. The taxpayer must 
present evidence to show that his ability to pay is mate- 
rially impaired by reason of military service. Proof of 
that impairment should be submitted at the time the tax 
is due, on a form procurable at the offices of the several 
collectors of internal revenue. 

Any tax owed by a member of the military or naval 
forces who dies in service will be canceled, this relief 
being retroactive to Dec. 7, 1941. If the tax has already 
been assessed at the time of the death of the person in 
service it will be abated. If the tax has already been 
collected it will be refunded as overpayment. This tax 
forgiveness applies only to income taxes and not to 
the estate tax. 

The cost of equipment of an army officer or navy 
officer is deductible only to the extent that it is especially 
required for his profession and does not merely take 
the place of articles required in civilian life. The cost 
of uniforms is considered a personal expense and hence 
not deductible. The cost of gold braid and cap devices 
required by regulations of the Navy to be worn on the 
clothing of a naval officer has been held to constitute 
an expense necessitated by reason of his profession as 
an officer and to be deductible as a business expense. 


DEDUCTIONS FOR PROFESSIONAL EXPENSES 


A physician is entitled to deduct all current expenses 
necessary in carrying on his practice. The taxpayer 
should make no claim for the deduction of expenses 
unless he is prepared to prove the expenditure by 
competent evidence. So far as practicable, accurate 
itemized records should be kept of expenses and sub- 
stantiating evidence should be carefully preserved. 
The following statement shows what such deductible 
expenses are and how they are to be computed : 

Office Rent.—Office rent is deductible. If a physi- 
cian rents an office for professional purposes alone, 
the entire rent may be deducted. If he rents a building 
or apartment for use as a residence as well as for 
office purposes, he may deduct.a part of the rental 
fairly proportionate to the amount of space used for 
professional purposes. If the physician occasionally 
sees a patient in such dwelling house or apartment, he 
may not, however, deduct any part of the rent of such 
house or apartment as professional expense ; to entitle 
him to such a deduction he must have an office there, 
with regular office hours. If a physician owns the 
building in which his office is located, he cannot charge 
himself with “rent” and deduct the amount so charged. 


Office Maintenance.—Expenditures for office main- 
tenance, as for heating, lighting, telephone service and 
the services of attendants, are deductible. 

Supplies —Payments for supplies for professional 
use are deductible. Supplies may be fairly described 
as articles consumed in the using; for instance, dress- 
ings, clinical thermometers, drugs and chemicals. Pro- 
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fessional journals may be classified as supplies and 
the subscription price deducted. Amounts currently 
expended for books, furniture and professional instru- 
ments and equipment, “the useful life of which is short,” 
generally less than one year, may be deducted, but if 
such articles have a more or less permanent value, their 
purchase price is a capital expenditure and is not 
deductible. 


Equipment.—Equipment comprises property of a- 


more or less permanent nature. It may ultimately wear 
out, deteriorate or become obsolete, but it is not in the 
ordinary sense of the word “consumed in the using.” 

The cost of equipment such as has been described, 
for professional use, cannot be deducted as expense in 
the year acquired. Examples of this class of property 
are automobiles, office furniture, medical, surgical and 
laboratory equipment of more or less permanent nature, 
and instruments and appliances constituting a part of 
the physician’s professional outfit, to be used over a 
considerable period of time, generally over one year. 
Books of more or less permanent nature are regarded 
as equipment and the purchase price is therefore not 
deductible. 

Although the cost of such equipment is not deducti- 
ble in the year acquired, nevertheless it may be recov- 
ered through depreciation deductions taken year by year 
over its useful life, as described later. 

No hard and fast rule can be laid down as to what 
part of the cost of equipment is deductible each year 
as depreciation. The amount depends to some extent 
on the nature of the property and on the extent and 
character of its use. The length of its useful life 
should be the primary consideration. The most that 
can. be done is to suggest certain average or normal 
rates of depreciation for each of several classes of 
articles and to leave to the taxpayer the modification 
of the suggested rates as the circumstances of his 
particular case may dictate. As fair, normal or average 
rates of depreciation, the following have been sug- 
gested: automobiles, 25 per cent a year; ordinary 
medical libraries, x-ray equipment, physical therapy 
equipment, electrical sterilizers, surgical instruments 
and diagnostic apparatus, 10 per cent a year; office 
furniture, 5 per cent a year. 

The principle governing the determination of all 
rates of depreciation is that the total amount claimed 
by the taxpayer as depreciation during the life of the 
article, plus the salvage value of the article at the end 
of its useful life, shall not be greater than its purchase 
price. The physician must in good faith use his best 
judgment and claim only such allowance for depre- 
ciation as the facts justify. The estimate of useful life, 
on which the rate of depreciation is based, should be 
carefully considered in each individual case. 

Medical Dues—WDues paid to societies of a strictly 
professional character are deductible. Dues paid to 
social organizations, even though their membership is 
limited to physicians, are personal expenses and not 
deductible. 

Postgraduate Study.—The Commissioner of Internal 
Revenue holds that the expense of postgraduate study 
is not deductible. 

Traveling Expenses.—Traveling expenses, including 
amounts paid for transportation, meals and lodging, 
necessarily incurred in professional visits to patients 
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and in attending medical meetings for a professional 
purpose, are deductible. 

Automobiles —Payment for an automobile is a pay- 
ment for permanent equipment and is not deductible. 
The cost of operation and repair, and loss through 
depreciation, are deductible. The cost of operation and 
repair includes the cost of gasoline, oil, tires, insurance, 
repairs, garage rental (when the garage is not owned 
by the physician), chauffeur’s wages, and the like. 

Deductible loss through depreciation of an automobile 
is the actual diminution in value resulting from abso- 
lescence and use and from accidental injury against 
which the physician is not insured. If depreciation is 
computed on the basis of the average loss during a 
series of years, the series must extend over the entire 
estimated life of the car, not merely over the period 
in which the car is possessed by the present taxpayer. 

If an automobile is used for professional and also for 
personal purposes—as when used by the physician 
partly for recreation, or so used by his family—only 
so much of the expense as arises out of the use for 
professional purposes may be deducted. A physician 
doing an exclusive office practice and using his car 
merely to go to and from his office cannot deduct 
depreciation or operating expenses; he is regarded as 
using his car for his personal convenience and not as a 
means of gaining a livelihood. What has been said in 
respect to automobiles applies with equal force to horses 
and vehicles and the equipment incident to their use. 


MISCELLANEOUS 


Contributions to Charitable Organizations. — For 
detailed information with respect to the deductibility of 
charitable contributions generally, physicians should © 
consult the official return blank or obtain information 
from the collectors of internal revenue or from other 
reliable sources. Attention is called to the change in 
the law that applies to deductions for charitable contri- 
butions, namely, that an individual taxpayer can deduct 
such contributions only to the extent that they do not 
exceed 15 per cent of his adjusted gross income. The 
physician may not deduct as a charitable contribution ® 
the value of services rendered an organization operated 
for charitable purposes. 


Bad Debts.—Physicians who make their returns on 
a cash receipts and disbursements basis, as most phy- 
sicians do, cannot claim deductions for bad debts. 


Taxes.—Taxes generally, either federal or state, are 
deductible by the person on whom they are imposed by 
law. Both real and personal property taxes are deducti- 
ble; but so-called taxes, more properly assessments, 
paid for local benefits, such as street, sidewalk and 
other like improvements, imposed because of and mea- 
sured by some benefit inuring directly to the property 
against which the assessment is levied, do not constitute 
an allowable deduction from gross income. Physicians 
may deduct state gasoline taxes and state sales taxes. 
In some states sales taxes are imposed on the seller, 
but, if they dre passed on to the buyer, the latter may 
deduct them. 

State income and use taxes are deductible; federal 
income taxes are not. Federal import, excise or stamp 
taxes are deductible only to the extent that they are 
attributable to business activities. This represents a 
change in the law applicable to 1944 and subsequent 
taxes, State automobile license fees are deductible. If 
a state or local fee is imposed for regulatory purposes, 
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and not to raise revenue, the fee may not ordinarily be 
deducted as a tax. If such fees, however, are classifiable 
as a business expense, they are deductible as such. 
Annual registration fees imposed on physicians probably 
come within the category of regulatory fees and should 
be deducted as a business expense rather than as taxes. 
Local and state occupational taxes imposed on physicians 
are deductible either as taxes or as a business expense, 
depending on the purpose for which the tax is imposed. 

The excise taxes imposed on employers by section 
804, title VIII, and section 901, title IX, of the Social 
Security Act, commonly referred to as old age and 
unemployment benefit taxes, are deductible annually by 
employers in computing net income for federal income 
tax purposes. If the taxpayer’s return is made on a 
cash basis, as are the returns of practically all physi- 
cians, the taxes are deductible for the year in which they 
are actually paid. If the return is made on an accrual 
basis, the taxes are deductible for the year in which they 
accrue, irrespective of when they are actually paid. 
Employees, including physicians whose employment 
brings them within that category, may not deduct the 
tax imposed on them by section 801, title VIII, of the 
Social Security Act, generally referred to as the old 
age benefits tax. If, however, the employer assumes 
payment of the employee’s tax and does not withhold 
the amount of the tax from the employee’s wages, the 
amount of the tax so assumed may be deducted by the 
employer, not as a tax paid but as an ordinary business 
expense. 

Medical Expense.—A taxpayer may deduct amounts 
expended for medical, dental and hospital care for him- 
self, his spouse or a dependent, not compensated for 
by insurance or otherwise, including amounts paid for 
accident and health insurance, according to a prescribed 
formula. Deductions will be permitted to the extent 
that such expenses exceed 5 per cent of the adjusted 
gross income of the taxpayer but not in excess of $2,500 
in case of a taxpayer with more than one surtax exemp- 
tion, or $1,250 in case of a taxpayer with only one 
surtax exemption. 

Laboratory Expenses—The deductibility of the 
expenses of establishing and maintaining laboratories is 
determined by the same principles that determine the 
deductibility of corresponding professional expenses. 
Laboratory rental and the expenses of laboratory.equip- 
ment and supplies and of laboratory assistants are 
deductible when under corresponding circumstances 
they would be deductible if they related to a physician’s 
office. 

Losses by Fire or Other Causes.—Loss of and dam- 
age to a physician’s equipment by fire, theft or other 
cause, not compensated by insurance or otherwise 
recoverable, may be computed as a business expense 
and is deductible, provided evidence of such loss or 
damage can be produced. Such loss or damage is 
deductible, however, only to the extent to which it has 
not been made good by repair and the cost of repair 
claimed as a deduction. 

Insurance Premiums.—Premiums paid for imsurance 
against professional losses are deductible. This includes 
insurance against damages for alleged malpractice, 
against liability for injuries by a physician’s automobile 
while in use for professional purposes, and against loss 
from theft of professional equipment and damage to 
or loss of professional equipment by fire or otherwise. 
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Under professional equipment is to be included any 
automobile belonging to the physician and used for 
strictly professional purposes. 

Expense in Defending Malpractice Suits—Expense 
incurred in the defense of a suit for malpractice is 
deductible as a business expense. 

Sale of Spectacles—-Oculists who furnish spectacles, 
etc., may charge as income money received from such 
sales and deduct as an expense the cost of the article 
sold. Entries on the physician’s account books should 
in such cases show charges for services separate and 
apart from charges for spectacles, etc. 


Official Notes 


DOCTORS LOOK AHEAD 

The American Medical Association and the National Broad- 
casting Company are presenting the twelfth consecutive season 
of nationwide network health broadcasts weekly from January 6 
to June 30, 1945. Included in the series are broadcasts relating 
to wartime and postwar developments, with special emphasis on 
medical progress of the present day and what it foreshadows 
for the nation’s health in the immediate future. 

Topics in the series, which is called Doctors Look Ahead, 
will be announced weekly in THe JourNnat and monthly in 
Hygeia. Fast moving events may, however, cause last minute 
substitutions. Local newspapers should be consulted for 
announcements of time and stations. The program will be 
broadcast each Saturday at 4 p. m. Eastern War Time (3 p. m. 
Central, 2 p. m. Mountain and 1 p. m. Pacific War Time). 
When conflicts exist with local programs, rebroadcast may be 
arranged at hours other than on the network schedule. The 
next three topics are: 

February 10. Heart Surgery (Dr. Edwin P. Jordan). 


February 17. Refrigeration Anesthesia. 
February 24. Discharged Soldier. 


The broadcast will be under the supervision of the Bureau 
of Health Education, whose director, Dr. W. W. Bauer, will 
summarize each program except when another speaker is 
announced, 


Medical Legislation 


MEDICAL BILLS IN CONGRESS 


Change in Status—H. R. 1752 has passed the House, pro- 
posing a mobilization of civilian manpower. When this bill 
was being discussed on the floor of the House, Representative 
Edwin Arthur Hall, New York, submitted an amendment pro- 
posing that registered male nurses performing duties comparable 
to the duties performed by members of the Army Nurse Corps 
female or the Navy Nurse Corps female, when inducted inte 
the armed forces, shall be inducted only as commissioned officers. 
A point of order against the amendment was sustained. 

Bills Introduced. —S. Res. 62, submitted by Senator Pepper, 
Florida, proposes a continuation during the Seventy- Ninth Con- 
gress of the studies and surveys made by the Pepper Subcom- 
mittee on Wartime Health and Education and an additional 
$25,000 to cover the expenses of the subcommittee. H. R. 1812, 
introduced by Representative Andrews, New York, proposes to 
authorize an award of merit for uncompensated personnel of 
the Selective Service System, including local board examining 
physicians and dentists and members of medical advisory boards. 
H. R. 1820, introduced by Representative Coffee, Washington, 
proposes a federal appropriation of $18,000,000 for the fiscal 
year ending June 30, 1945 to enable the states to provide 
medical care for recipients of public assistance. Thereafter, the 
bill provides, a sum will be appropriated for each fiscal year 
sufficient to carry out the purposes of the bill. H. R. 1832, 


342 ORGANIZATION SECTION 


introduced, by request, by Representative Kilburn, New York, 
proposes to provide pension, compensation or retirement pay of 
not exceeding $20 per month to all veterans without dependents 
while being furnished hospitalization by the United States or 
any political subdivision. 


THE HILL-BURTON BILL 


In the discussion of the Hill-Burton bill which was published 
in THE JourNaAL, January 27, page 231, regarding allotments 
of funds to the states for surveys and development of programs, 
it was emphasized that the bill did not contain any specific 
provision for advice from the Federal Advisory Council as 
far as these allotments are concerned. The bill does provide, 
however, that allotments for construction and administrative 
expenses are to be made under regulations promulgated by the 
Surgeon General of the United States Public Health Service 
on “recommendation of the Federal Advisory Council, and after 
consultation with the agencies designated in accordance with 
section 622 (a) (2)” of the bill. 


STATE LEGISLATION 
Arkansas 


Bill Introduced —S. 58 proposes that an action against a 
physician, dentist or hospital for malpractice, error, mistake or 
failure to treat or cure must be commenced within two years 
after the cause of action accrues. 


California 

Bills Introduced.—S. 160 proposes to enact a separate naturo- 
pathic practice act and to create an independent board of naturo- 
pathic examiners to examine and license applicants for licenses 
to practice naturopathy, defined in the bill as “the treatment 
of the sick and afflicted by the use of such substances as light, 
air, water, clay, heat, rest, diet, herbs, electricity, massage, 
Swedish movements, suggestive therapeutics, magnetism, physi- 
cal and mental culture.” S. 183 proposes to permit the forma- 
tion of local hospital districts and to authorize the establishment, 
organization and operation of public hospitals in such districts. 
S. 219 proposes to authorize associations duly licensed by the 
state department of public welfare to enter into contracts with 
subscribers to pay for medical and hospital services to be ren- 
dered by hospitals and by licensed physicians. Such an asso- 
ciation may consist of physicians or lay corporations formed 
for such purposes. A. 111 proposes that osteopathic practi- 
tioners be embraced within the term “physician” as used in the 
law conditioning the issuance of a license to marry on the 
presentation by each party to the proposed marriage of a physi- 
ciani’s certificate that the party is free from stated venereal dis- 
eases. A. 112 proposes that chiropractors be embraced within 
the term “physician” within the meaning of the law that limits 
the retail sale of venereal prophylactics to sale on the prescrip- 
tion of a licensed physician. A. 128 and A. 420 propose to 
prohibit the state department of social welfare from adopting 
or enforcing any rule or regulation the operation of which 
results in discrimination against practitioners of any branch of 
the healing arts. A. 236, to supplement the medical practice act, 
proposes to permit certain chiropractors to be issued physician’s 
and surgeon’s certificates after successfully passing examinations 
in biochemistry, advanced bacteriology and pathology, surgery, 
materia medica, pharmacology and therapeutics, general medi- 
cine, and advanced obstetrics and gynecology. Such chiroprac- 
tors, after being issued physician’s and surgeon’s certificates, are 
to respond only to the board of chiropractic examiners in such 
proceedings to revoke or suspend their licenses as may be insti- 
tuted in the future. A. 449, A. 800 and A. 1200 propose to 
establish varying systems of compulsory health insurance. 
A. 637 proposes to add to the Health and Safety Code a 
division 22 entitled “Hypnotic Drugs,’ which proposes to pro- 
hibit the sale or distribution of any hypnotic drug except on 
the written prescription of a licensed physician, dentist, chi- 
ropodist or veterinarian. Hypnotic drug is defined to mean 
“veronal, barbital (acid diethylbarbituric) or other barbituric 
acid derivative, demerel, mescaline, acetylurea, paraldehyde, 
chloral hydrate, hydantoin, sulfonated methanes, or their salts, 
derivatives or compounds of the foregoing substances, or any 
preparation containing any of the foregoing substances, or their 
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salts, derivatives or compounds, amphetamine, its salts or other 
compounds, or any preparation containing any amphetamine.” 
A. 653, to amend the laws restricting the distribution and posses- 
sion of narcotic drugs, proposes so to define narcotic drugs as 
to include “veronal, barbital (acid diethylbarbituric) or other 
barbituric acid derivative, demarol, mescoline, acetylurea, paral- 
dehyde, hydantoin, sulfonated methanes, or their salts, deriva- 
tives or compounds of the foregoing substances, or any 
preparation containing any of the foregoing substances, or their 
salts, derivatives or compounds, amphetamine, its salts or other 
compounds, or any preparation containing any amphetamine 
excepting inhalers denatured to be unfit for internal use.” 


Connecticut 

Bills Introduced.—S. 32 proposes to authorize the establish- 
ment and operation of a state hospital for imebriates. S. 84 
proposes so to amend the charter of the Connecticut State Medi- 
cal Society as to make the members of the council of the 
society members of its house of delegates. S. 129 proposes to 
prohibit the use of the roentgen ray, the x-ray or radium for 
the therapeutic or cosmetic treatment of another person except 
either by or under the prescription, direction or supervision of 
a licensed physician, osteopath or dentist. H. 188 proposes to 
require the department of health to cause to be printed and 
mailed by June 1 annually a list of all registered practitioners 
of medicine, midwifery, chiropractic, osteopathy, naturopathy, 
chiropody, nursing or physiotherapy. The present law requires 
such a list to be printed and distributed prior to March 1. 
H. 193, to amend the narcotic drug act, proposes so to define 
the term “narcotic drugs” as to include isonipecaine, which is 
defined as “the substance identified chemically as 1-methyl-4- 
phenyl-piperidine-4-carboxylic acid ethyl ester, or any salt 
thereof by whatever trade name identified.” 


Georgia 
Bill Introduced.—H. 94 proposes to enact a new vital statistics 
law providing for the compulsory registration of births, still- 
births and deaths and to require the registration of foundlings. 


Illinois 


Bilis Introduced.—H. 23 proposes to authorize the furnishing 
at public expense of chiropractic and osteopathic treatment to 
persons receiving old age pension grants from the state. H. 24 
proposes to appropriate $342,000 to the Medical Center Com- 
mission created by the act approved June 4, 1941 in relation to 
the establishment of a medical center district in Chicago. 


Indiana 

Bills Introduced—H. 73 proposes to create in cities of the 
first class having a population of more than 300,000 a depart- 
ment of public health and hospitals and a public health and 
hospitals district, apparently designed to operate public hos- 
pitals in the area involved. H. 143, to supplement the medical 
practice act, proposes to abolish the state board of medical 
registration and examination and to transfer its powers, duties 
and functions to a board of medical registration and examination 
of Indiana, which the bill proposes to create. The new board 
is to consist of five nonsectarian physicians, one osteopath and 
one chiropractor. H. 180 proposes so to amend the narcotic 
drug act as to include within the regulations imposed thereby 
isonipecaine. 

Iowa 

Bills Introduced.—S. 55 and H. 80, to amend the laws relat- 
ing to the issuance of licenses to practitioners of the healing 
art and allied vocations, proposes to make it a ground for the 
revocation of such licenses for the holders thereof to quote a 
guaranty, price, terms or other special inducement prior to con- 
sultatior The bill proposes, however, that the provisions just 
referred to shall not apply to barbers, cosmetologists, pharma- 
cists or embalmers. S. 128, to amend the law authorizing the 
establishment of corporations to operate nonprofit hospital ser- 
vice plans, proposes also to authorize such corporations to con- 
tract to furnish medical and surgical services to subscribers 
and to contract for the furnishing of such services with physi- 
cians and osteopaths. 
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Kansas 


Bill Introduced.—S. 23 proposes to repeal the laws regulating 
the manufacture, sale, prescribing or possession of narcotic drugs 
and to enact what appears to be the uniform narcotic drug act. 


Maine 

Bills Introduced.—S. 65 proposes to expand the definition of 
the practice of chiropractic to include treatment by hydro- 
therapy or diet. S. 66 proposes to authorize any member of the 
Maine state chiropractors’ association or any licensed chiro- 
practor to use the title “Doctor” or the letters “Dr.” to his 
name when accompanied by the word “Chiropractor.” S. 67 
proposes to require applicants for licenses to practice chiro- 
practic to be examined, in addition to the subjects now enumer- 
ated in the law, in electrotherapy, hydrotherapy and dietetics. 
H. 155 proposes to require applicants for licenses to practice 
chiropractic to have completed a course in chiropractic schools 
of four school years of not less than nine months each and of a 
total of 3,600 school hours. The present law requires com- 
pletion of a course of four school years of not less than six 
months each and of a total of 2,600 sixty minute school hours. 
H. 156 proposes that the certificate issued a successful applicant 
for a license to practice chiropractic shall designate the holder 
as a doctor of chirdpractic, chiropractor or chiropractic physi- 
cian. The present law specifically only requires the license to 
designate the holder as a doctor of chiropractic. H. 147, to 
amend the workmen's compensation act, proposes to authorize 
a chiroprttor to furnish the medical care that an employer is 
required to furnish an injured workman. 


Maryland 
Bill Introduced —H. 149 creates in the state board of health 
a Bureau of Medical Services which is to administer a program 
of medical care in the state for indigent and medically indigent 
persons. The bureau is authorized to contract with physicians, 
dentists and hospitals for the necessary medical, surgical and 
hospital treatment of eligible persons. 


Missouri 

Bill Introduced.—H. 79 authorizes the state commissioner of 
health to distribute to local health officers and health boards 
antitoxin and other biologic products and to process and dis- 
tribute to such agencies blood plasma. 


Montana 
Bill Introduced. —H. 42 proposes to authorize the state health 
department to obtain, process and distribute blood plasma. 


Nebraska 
Bills Introduced.—Bill 112 proposes to require every licensed 
chiropractor in the state to attend not less than three days 
annually such “scientific” clinics, forums or chiropractic edu- 
cational study as may be approved by the state examining 


board in chiropractic as a prerequisite for the annual renewal — 


of his or her license. Bill 113 proposes to amend the definition 
of an accredited school of chiropractic within the meaning of 
the chiropractic practice act. Such a school, among other 
things, the bill proposes, must conduct a clinic for patients in 
which students regularly participate; it must give instruction 
in anatomy, orthopedics, physiology, embryology, chemistry, 
pathology, hygiene and sanitation, bacteriology, symptomatology, 
histology, spinal analysis, diagnosis, principles and practices’ of 
chiropractic, including palpation, nerve tracing and adjusting, 
and especially require clinical instruction in the last three 
named subjects of no less than four hours per week during 
the last two terms of instruction; and it must require an actual 
attendance of four college years totaling not less than four 
thousand hours. 
Nevada 


Bill Introduced. —A. 20 proposes to condition the issuance of 
a license to marry on the presentation by each party to the 
proposed marriage of a certificate of a licensed physician, based 
on examination and a standard serologic test made not more 
than thirty days prior to the date of the application, that the 
party either is not infected with syphilis or if so infected is not 
in a stage of that disease that is or may become communicable 
to the marital partner. 
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New Hampshire 
Bill Introduced—H. 77 proposes apparently to condition 
employment in a restaurant on the possession of a physician's 
certificate that the holder thereof is not afflicted with tuber- 
culosis, venereal disease in a communicable state or with any 
other communicable disease. 


New Mexico 
Bil Introduced—H. 21 proposes to exempt from the pro- 
visions of the emergency school tax act fees and charges made 
by hospitals, physicians, osteopaths, chiropractors or dentists for 
care rendered the sick or disabled. 


New York 

Bills Introduced—S. 212 proposes that if a patient in any 
public hospital needs blood transfusions it shall be the duty of 
the responsible hospital administrator without delay to provide 
such transfusions, if obtainable. If the patient is unable to pay 
therefor, the bill proposes that the state reimburse the hospital 
for the cost thereof. S. 217, to amend the workmen’s com- 
pensation act, proposes to authorize an injured employee when 
dental care is required to select any dentist authorized to do so 
to treat him. §S. 258 and A. 610 propose to make a hospital bill, 
certified to by a hospital superintendent admissible in evidence 
and prima facie evidence of the facts therein contained, subject, 
however, to rebuttal. A. 342 proposes to require every physician 
to report to designated health authorities every case of infantile 
paralysis under his care. S. 515 and A. 434 propose that, on 
the refusal of any person suspected of. being infected with vene- 
real disease to submit to the required examination or to permit 
specimens of blood or bodily discharges to be taken for labora- 
tory examination or to comply with the restrictions imposed by 
quarantine, the appropriate officer may apply to the court for 
an order compelling compliance, and the court is to be empow- 
ered to enter such an order. The bill further proposes to make 
the duty of appropriate boards of health to provide adequate 
facilities for the free diagnesis and treatment of persons living 
within its jurisdiction infected or suspected of being infected 
with venereal disease. S. 372 and A. 445 propose that the 
provisions of the law prohibiting the handling of live pathogenic 
micro-organisms or viruses, other than vaccine virus, except by 
licentiates of the state commissioner of health or the city com- 
missioner of health of New York City, shall not apply to dis- 
eased tissue, exudate or other specimens which are sent by 
physicians to laboratories for examination as an aid in the 
diagnosis or control of disease. S. 445 and A. 548 propose so 
to amend the unemployment compensation act as to include 
within its provisions persons employed in the preparation and/or 
handling of food for human consumption in hospitals, educa- 
tional institutions and religious institutions. S. 476 proposes 
to establish a system of compulsory health insurance. <A. 372, 
to amend the law according liens to hospitals on claims or 
recoveries of patients, proposes that the lien shall be exclusive 
of personal services rendered by a physician. 


North Dakota 

Bills Introduced.—S. 57 and S. 58 proposes so to amend the 
narcotic drug act as to include within the regulation imposed 
thereby isonipecaine. S. 64 proposes to prohibit any person 
from engaging in the business of a nonprofessional nurse or 
from acting as a nonprofessional nursing attendant, auxiliary 
worker, subsidiary worker or vocational nurse or from caring 
for the sick for hire without first being licensed by the state | 
board of nurse examiners. To be qualified for a license an 
applicant must be 20 years or older, be of good moral char- 
acter, be in good physical and mental health, possess at least 
an eighth grade education, have successfully completed an 
accredited course for the training of practical nurses and be 
a citizen of the United States. 


Oregon 

Bill Introduced.—H. 53 proposes to require boards of directors 
of school districts to provide programs of health instruction 
and physical education for elementary and high school pupils. 
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Oklahoma 
Bill Introduced.—H. 164 proposes to authorize the state com- 
missioner of health to quarantine, isolate and confine any person 
whom he finds to be infected with any kind of venereal disease. 


Pennsylvania 

Bills Introduced.—H. 54 proposes to authorize the various 
professional licensing boards of the commonwealth to revoke 
or suspend the license of any physician, osteopath, veterinarian, 
pharmacist or registered nurse who has pleaded guilty, entered 
a plea of nolo contendere or who has been found guilty of 
violating any state or federal law pertaining to the sale, use or 
distribution of narcotics. S. 90 proposes to appropriate $100,000 
to the department of health for cancer research. S. 162 proposes 
to require every practicing physician to notify designated health 
officials of every case of tuberculosis coming under his observa- 
tion. If an infected person is unable or unwilling so to conduct 
himself as not to expose his family or the public, appropriate 
courts are to be authorized to order his commitment to any 
approved institution established for the care of tuberculosis. 
H. 111 proposes to require every physician diagnosing a case of 
venereal disease to report the facts to the state department of 
health. Any infected person refusing to submit to treatment 
may, on application to the state department of health, be com- 
mitted to an appropriate institution for treatment until the dis- 
ease has been rendered noninfectious. H. 117, to amend the law 
conditioning the issuance to marry on the presentation by each 
party to the proposed marriage of a certificate of a physician 
licensed in Pennsylvania that the party is free from stated 
venereal diseases, proposes also to recognize such a certificate 
executed by a medical officer of the United States Public Health 
Service, Army or Navy. H. 191, to amend the narcotic drug 
act, proposes so to define the term “narcotic drug” as to include 
“any substance identified chemically as 1-methyl-4-phenylpiperi- 
dine-4-carboxylic acid ethyl ester or any salt or derivative 
thereof by whatever trade name designated or any preparation 
containing such substance or its salts or derivatives.” H. 196, 
to amend the medical practice act, proposes to authorize the 
board of medical education and licensure to issue a temporary 
license to practice to a graduate of an approved medical school 
who has been licensed to practice in another state and who 
has served in the active military, naval or public health service 
in the present war as a commissioned medical officer. H. 246 
proposes to authorize the board of medical education and licen- 
sure to license, after examination, persons to practice chiropody, 
defined in the bill as “the diagnosis and treatment of ailments 
of the human foot.’’ Such a license does not confer the right to 
amputate the leg, foot or toes or to use any anesthetic other 
than local or to treat any constitutional disease. 


South Carolina 

Bills Introduced.—H. 23 proposes to authorize cities of over 
70,000 to impose an occupational tax, not exceeding 20 per cent 
of gross income, on a person practicing any calling, business 
or profession within the limits of the city. Exempted, however, 
are teachers and ministers of the gospel. S. 49 proposes to 
authorize the establishment of nonprofit corporations to operate 
hospital service plans whereby such corporations undertake to 
pay for hospital care rendered by hospitals to subscribers to 
such plans. 

South Dakota 

Bills Introduced.—S. 48 and S. 107 proposes so to amend the 
definition of narcotic drugs within the meaning of the narcotic 
drug act as to include isonipecaine, which is defined as “the 
substance identified chemically: as 1-methyl-4-phenyl-piperidine- 
4-carboxylic acid ethyl ester or any salt thereof, by whatever 
trade name identified.” S. 62 proposes to prohibit the operation 
of any hospital, maternity home, sanatorium, rest home, nursing 
home, boarding home or other related institution without the 
possession of a license from the state board of health.” 5S. 108 
proposes to authorize the establishment of nonprofit corporations 
to operate hospital service plans whereby such corporations 
undertake to pay for hospital care rendered by hospitals to 
subscribers to such plans. 
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Draft of Nurses Urged by Representative 
Mary T. Norton 

Legislation to draft nurses for the armed forces will be 
supported by Representative Mary T. Norton, Democrat of New 
Jersey, who is chairman of the House Labor Committee. She 
said that the voluntary system has failed and that the need for 
registered nurses is too urgent to delay further in the hope that 
enough nurses will eventually be recruited. Hearings on the 
draft legislation were resumed today before the House Military 
Affairs Committee. Explaining her stand, Representative Nor- 
ton said “The Army says it requires a draft law to assure 
adequate care for our wounded. That’s enough for me. I’ve 
supported everything the Army and Navy have considered essen- 
tial to winning this war and I'll go along with this.” 

Another veteran woman congresswoman, Representative Edith 
Nourse Rogers, Republican of Massachusetts, has introduced a 
bill to draft nurses under Selective Service. Her bill involves 
national registration of all graduate nurses between 20 and 45 
and authorizes the induction of all those who are eligible if 
required. Drafted nurses would be commissioned as second 
lieutenants in the Army and ensigns in the Navy. 

Representative Frances P. Bolton, Republican of Ohio, says 
she will support legislation to induct nurses. The Rogers bill 
and another seeking the same objective, introduced by Repre- 
sentative Andrew J. May, Democrat of Kentucky, are before 
the Military Affairs Committee. 


Veterans Branch Raps Veterans Hospitals 

A Washington branch of a veterans organization has had its 
criticism of Veterans Administration handling of veterans hos- 
pitals placed in the Congressional Record. It charges that 
“bureaucratic obstructionism, red tape and simple inertia” ema- 
nate from the office of veterans affairs. A spokesman said 
“Under the policies of General Hines many thousands of sick 
and disabled veterans have been deprived of urgent hospitaliza- 
tion and medical care. His figures show that his administration 
has seen fit to add only 8,404 beds to its existing facilities 
throughout the United States since Pearl Harbor. Nothing 
should be left undone to provide reasonable care for our veterans 
to help in their rehabilitation physically, educationally, indus- 
trially and in any other way.” 


Nurses Commissioned in January 

A total of 1,050 nurses was commissioned in the Army Nurse 
Corps during January, reports Surg. Gen. Norman T. Kirk. 
This represents a gain of 443 appointments over December. 
“The total is far short of the need for additional registered 
nurses,” General Kirk said. An average of 250 nurses leave 
the service monthly, largely because of physical disability, which 
makes a net gain for January of around 800. 


Medical Wacs Enlisted to Help Nurses 
To relieve the shortage of nurses in service hospitals, an 
enlistment program for medical Wacs has been announced. For 
the first time since the Women’s Army Corps was created, 
women may now enlist for service at a particular hospital. 
Girls must be willing to be transferred if the need arises, and 
they can enlist for service in any state. General Marshall has 


announced that the corps needs 8,000 additional members at once. 


More Medical Officers and Nurses to 
Be Commissioned 

Interviews started today for additional medical officers and 
nurses to be commissioned in the Regular Corps of the Public 
Health Service, Surg. Gen. Thomas Parran announces. Writ- 
ten examinations are scheduled for April 23, 24 and 25. Medi- 
cal officers will be appointed in the grades of assistant surgeon 
and senior assistant surgeon. Nurses will be appointed in the 
grades of junior assistant nurse officer, assistant nurse officer 
and senior assistant nurse officer. 


‘ 
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(PitysiclIANS WiLL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 
Board Continues Case of Dr. Housman.—At a recent 


meeting of the state board of medical examiners the board 


continued until March action on the application of Nathan 
S. Housman, formerly of San Francisco, for restoration of 
his license to practice medicine. The license had been revoked 
after he was convicted of keeping improper narcotic records 
and of perjury in his testimony at the trial (THE JouRNAL, 
Dec. 13, 1941, Jan. 24, 1942 and Feb. 13, 1943, p. 530. 

Dr. Hanley Resigns as Maternal and Hygiene Direc- 
tor.—Dr. Bernard J. Hanley, member of the Los Angeles 
Health Department since 1926, has resigned as director of the 
bureau of maternal and child hygiene of the Los Angeles City 
Department of Health, effective December 31, according to 
the Los Angeles Times. He has been succeeded by Dr. Samuel 
M. Martins, clinic supervising physician. Dr. Hanley will 
continue to assist the department without compensation when 
needed 


Personal. — Dr. Karl Ludwig Schaupp, associate clinical 
professor of obstetrics and gynecology, Stanford University 
School of Medicine, San Francisco, was recently appointed 
a member of the board of education of San Francisco——Dr. 
Wei Chang Chu, instructor in pharmacology, Kweiyang Medi- 
cal College, arrived in San Francisco January 24 on leave for 
two years from the Chunking government for work in the 
department of pharmacology, Stafiford University School of 
Medicine, San Francisco. Dr. Chu graduated at the Hunan- 
Yale Medical College in 1937. 

Local Celebration of Discovery of Anesthesia. — The 
planting of a redwood tree and the dedication of a memorial 
tablet in Golden Gate Park formed a part of the celebration 
in San Francisco recently of the one hundredth anniversary 
of the discovery of anesthesia. The principal speaker at the 
park celebration was Chauncey D. Leake, Ph.D., dean and 
vice president of the University of Texas Medical Branch, 
Galveston, whose subject was “Horace Wells and His Con- 
tribution to Humanity.” Other speakers on the program 
included Drs. Hubert R. Hathaway and William B. Neff, 
San Francisco, on “The Development of the Knowledge of 
Anesthetics.” Dr. Leake gave a second address entitled “No 
More Pain.” The observance was under the sponsorship of 
the state and local dental groups. 


CONNECTICUT 


Proposed Merger of New Haven and Grace Hospitals. 
—The proposed merger of New Haven and Grace hospitals, 
New Haven, was approved January 26 by the board of direc- 
tors of both hospitals. Final ratification of the program rests 
with the Grace Hospital Society and the General Hospital 
Society of Connecticut, the parent associations of the units 
involved, newspapers reported. If the consolidation is carried 
out a public subscription drive for from three to four million 
dollars to erect and equip a new building will be a feature 
of the development. The proposed building, which would be 
erected near New Haven Hospital, would give the combined 
institutions a bed capacity of 850. It would be associated 
with the Yale University School of Medicine, it is planned, 
and a board of directors representing a merger of the boards 
of both hospitals would be entrusted with the overall super- 
vision. The assets and liabilities of the hospitals would be 
pooled and endowment funds of each institution carried into 
a new project without sacrifice of identity or loss of the 
original intent of the donors. Two medical boards, operating 
in different spheres, will control the medical practices of the 
hospitals. One, representing the present staff committee of 
Grace Hospital and the private pavilion staff at New Haven 
Hospital, would govern medical practice in the new unit, which 
would include the new building plus a number of private and 
semiprivate beds in the present plant of New Haven Hospital. 
The other, to be appointed by the rd of directors on nomi- 
nation of Yale University through the school of medicine, 
would govern medical practice in some 350 ward beds and 
certain private and semiprivate beds assigned to it. All of 
these are now located in New Haven Hospital. Yale would 
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continue to contribute to the operating costs of these ward 
beds. These medical boards will be given the responsibility 
of developing medical standards and of training interns and 
resident staffs for their respective units. Residents and interns 
of both would be eligible to serve at the New Haven Dispen- 
sary. In a statement to the press endorsing the project Dr. 
Creighton Barker, New Haven, executive secretary of the 
Connecticut State Medical Society, called the development a 
“great forward step in meeting the increasing demands for 
hospitalization and fine medical care in New Haven and sur- 
rounding territory.” 
ILLINOIS 


Death from Toxoplasmosis.—The Illinois State Depart- 
ment of Public Health announced on January 27 that the first 
known death from toxoplasmosis in Illinois had been reported, 
stating that, while it is possible that other deaths from this 
rare disease have occurred here, this was the first official indi- 
cation of its presence in Illinois. The state department indi- 
cated that toxoplasmosis will probably be made a reportable 
disease in Illinois in the near future. 

Governor’s Conference on Exceptional Children Post- 
poned.—Plans for the third annual Governor's Conference on 
Exceptional Children, to be conducted by the Illinois Com- 
mission for Handicapped Children the latter part of February, 
have been changed in compliance with the general request 
recently issued by the Office of Defense Transportation. The 
date of the conference has been postponed, perhaps for a few 
months, perhaps for the duration of the war. 

Health at Southern Illinois Normal.—Cold prevention 
week was observed on January 22-26 for the first time at the 
Campus Laboratory Schools, Carbondale, consisting of the 
Allyn Elementary School and the University High School on 
the campus of the Southern Illinois Normal University, as a 
part of the general health program carried on at the school. 
The Southern Illinois Normal University has had for a num- 
ber of years a cold prevention program, but this is the first 
time the Campus Laboratory Schools have set aside a week 
to emphasize the event. Of 190 high school students given 
the patch test recently, 7 showed a positive reaction and will 
be given roentgenograms at the expense of the Jackson County 
Tuberculosis Association and local service organizations. Of 
150 students who were given patch tests in the Allyn Ele- 
mentary School, 10 showed positive reactions. Chest x-rays 
revealed 1 active case of tuberculosis. 


Chicago 

Lecture on Hypertension.—Dr. George E. Wakerlin, pro- 
fessor and head of the department of physiology, University 
of Illinois College of Medicine, lectured on hypertension at 
the Student Union Building February 2. The lecture was 
under the auspices of the Phi Deita Epsilon Fraternity. 

Alumni Association Adopts Key.—The official key of the 
Alumni Association of the University of Chicago School of 
Medicine, recently adopted by action of the executive com- 
mittee, is an adaptation of a key formerly presented to resi- 
dents of Billings Hospital. The front entrance of Billings in 
cameo is on the presenting surface, and the reverse side bears 
the seal of the University of Chicago, the words “School of 
Medicine” and the engraved initials and. graduation date. 

Committee on Internships Named at University of 
Chicago.— A faculty committee on internships has been 
appointed at the University of Chicago School of Medicine to 


* assist students in obtaining internships and residencies. Dr. 


Arthur C. Bachmeyer, chairman, F. Joseph Mullin, Ph.D., 
secretary, and Drs. Emmet B. Bay, Hilger P. Jenkins, Francis 
Howell Wright and J. Robert Willson are members of the 
committee. The facilities of the Medical Alumni Association 
(THe Journat, January 27, p. 235) will be at the disposal 
of the committee, and Dr. Bay will act as intermediary between 
the association and the faculty committee. According to the 
Bulletin of the Alumni Association it is expected that the 
members of the association on staffs of hospitals in various 
parts of the country will be called on to assist in securing 
appointments for University of Chicago students to the best 
advantage of both the student and the hospital. 


INDIANA 


Physician Gives Library to Franklin 
his death, December 10, Dr. William P. Garshwiler, Indian- 
apolis, presented his library to Franklin College, Franklin, in 
memory of his wife, Florence Province Garshwiler, and her 
brother, Dr. Clarence Province, both of whom and Dr. Garsh- 
wiler had attended Franklin College. Dr. Province died in | 
1931. 
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‘Assistant Secretary Appointed to Indianapolis Medical 
Society.—Mrs. Helene Schuttler has been appointed full time 
assistant secretary for the Indianapolis Medical Society. She 
will have offices in the society's new secretarial headquarters, 
416 Hume Mansur Building, and will carry on her activities 
under the supervision of Dr. William M. Dugan, secretary of 
the society. 

The Oberlin Award.—Mr. Charles W. Stiles, an official 
of the Union Carbon and Carbide Corporation, Whiting, was 
voted the Oberlin Award for 1944 by the Lake County Medi- 
cal--Seciety for his uncompensated work as a member of the 
board of governors of the county tuberculosis hospital (the 
James QO. Parramore Hospital, Crown Point) and “for his 
leadership and complete cooperation with the medical society 
and other civic minded individuals in keeping politics out of 
the management of the sanatorium.” The award was presented 
to Mr. Stiles at a recent meeting in the Woodmar Country 


Club, Hammond 
MARYLAND 


Lecture in Hygiene.—Dr. Benjamin S. Platt, director of 
the human nutrition research unit, British Medical Research 
Council, London, gave one of the De Lamar lectures in hygiene 
at the Johns Hopkins University School of Hygiene and 
Public Health, Baltimore, January 19, on “Nutritional and 
Agricultural Problems of the Caribbean Area.’ 


Program on Penicillin.—The Baltimore City Medical 
Society devoted its January 5 meeting to a discussion of peni- 
cillin with the following speakers, all of Baltimore: 

Russell A. Penicillin in Subacute Bacterial Endocarditis. 

aoe Earle Moore, Penicillin in Syphilis. 
eodore M. Burkholder, Penicillin in Gunaevbas 
A. Murray Fisher, Penicillin: Mode of ieten: ‘and Methods of 
in General Infections. 


MASSACHUSETTS 


Tufts Medical Alumni Lecture.—Dr. James W. Manary, 
superintendent and medical director of the Boston City Hos- 
pital, will deliver the annual alumni lecture of Tufts College 
Medical School, February 28, on “The Roads—New and Old.” 
Dr. Manary graduated at Tufts in 1908. 


New Food Division at M. I. T.—A division of food 
technology has been established at the Massachusetts Institute 
of Technology, Cambridge, to study future problems of world 
food production and the improvement of products and methods 
for retaining natural flavors and nutritive elements in proc- 
essed foods. The program, according to the New York 
Times, will include a new five year course offering special 
opportunities for returning servicemen, each student to spend 
at least six months in some of the country’s leading food 
manufacturing plants. Bernard E. Proctor, Ph.D., will direct 
the new division, which is a part of the department of biology 
and biologic engineering. 


MICHIGAN 


License Revoked.—The gee State Board of Regis- 
tration in Medicine on Oct. 10, 1944 suspended the license to 
practice medicine of Dr. LeRoy Wellstead, Ottumwa, Iowa. 
The action was to be effective until such time as the Iowa 
license of Dr. Wellstead had been reinstated following its 
revocation after he had been found guilty of unprofessional 
and dishonest conduct. 

Hospital News.—A new wing of the Saginaw General 
Hospital was opened on January 14. Another 
hospital, the Andersen Hall nurses’ home, was opened in 
September. The hospital additions were erected at a cost of 
$750,000 provided by public gifts and by a grant of $177,000 
from the Federal Works Agency and increases the hospital’s 
capacity from 133 beds and 33 bassinets to 200 beds and 50 
bassinets. 

Professional Men Cooperate in Driving Trucks.—A 
convoy of more than 100 army trucks, destined for battle 
fronts, arrived in Boston January 12 after a four day, 800 
mile drivé with physicians, lawyers, business men and “white 
collar” workers of Port Huron as drivers. The New York 
Times reported that the men volunteered to take the trucks 
to Boston when they learned of a shortage of professional 
drivers. The convoy originated in Pontiac. The volunteers 
pooled the money they received from a private transportation 
agency and planned to make a gift of about $2,500 to the 
National Foundation for Infantile Paralysis. The Times stated 


that, when word spread in Port Huron that not enough drivers 
were available to man the trucks, a four man committee of 
the city’s business men organized a campaign that, with the 
aid of newspaper publicity, attracted 190 applicants in forty- 
-eight- hours. 
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New Trust Fund for Dementia Precox at Minnesota. 
—The regents of the University of Minnesota Medical School, 
Minneapolis, recently gave unanimous approval to an agree- 
ment which creates the “Frederick B. Wells Jr. Trust Fund,” 
the purpose of which will be to support the investigation and 
better treatment of dementia precox and _ allied conditions. 
The income from the fund will be paid the university in 
perpetuity in the amount of approximately $2,400 annually; 
expenditures are to be made at the discretion of Dr. Harold 
S. Diehl, dean of the medical school, and the head of the 
department of neuropsychiatry. 

Illegal Practitioner.—Paul A. Reilly, a former licensed 
osteopath in South St. Paul, was sentenced on Dec. 16, 1944 
in the district court at Hastings to a term of one year in the 
Dakota County Jail to an information having to do with the 
crime of abortion. At the time of entering his plea of guilty, 
May 20, 1944, Reilly surrendered in court his basic science 
certificate and his osteopathic license for cancellation, both of 
which have been acted on by the respective boards. Following 
his sentence of one year Reilly was placed on probation for a 
similar period after the court had been informed that the 
defendant had closed his office and his licenses had been per- 
manently rev 

NEW YORK 


The Common Cold.—The Rochester Times-Union and the 
Democrat and Chronicle are publishing a series of articles 
on the common cold written by Rochester physicians and 
educators in cooperation with the health conservation com- 
mittee of the chamber of commerce. It is hoped that the 
educational series will assist in the preventive program of 

common cold. In one experimental survey it was found 
that the common cold was found to be directly responsible 
for 1,334 of a total of 3,414 absences because of illness. In 
the school which showed the lowest percentage of absence 
due to colds a special fresh air ventilation experiment was 
being conducted. Only 10.6 per cent of absence due to illness 
came from these rooms. Of the total number of colds recorded 
in the school, only 7.19 per cent came from the specially 


ventilated rooms. 
New York City 
Symposium for Specialists in Allergy.—The New York 
Post-Graduate Medical School and Hospital, Columbia Uni- 
versity, and the American Academy of Allergy are sponsoring 
a symposium for specialists in allergy, February 26-March 2. 
Among the speakers will 


Dr. Harry L. Masvetet. St. Seite. Dr. Joseph Harkavy. 

Dr. Horace S. Baldw Dr. Selian Hebald. 

Dr. Aaron Brown. Dr. Sanford B. Hooker, Boston. 
Dr. Maurice Bruger. Dr. Philip Levine, Linden, N. J. 
Dr. Robert Chobot. Dr. William C. Spain. 

Dr. Robert A. Cooke. Dr. Marion B. neg ora 

Dr. Leslie N. Gay, Baltimore. Dr. Albert Vander Vee 

Dr. Russell Clark Grove Dr. Matthew Walzer, Siinhtes: 


Participating hoopitele in the symposium are New York 
Post-Graduate Medical School and Hospital, Roosevelt, New 
York, Brooklyn Jewish, Mount Sinai and Bellevue hospitals. 

The Problem of Aging.—Columbia University College of 
Physicians and Surgeons announces that it will conduct research 
on the process of growing old. The study, which will be 
carried on by the department of pathology, will be financed 
by a grant of $30,000 from the Albert and Mary Lasker 
Foundation, designated as the Wendell Willkie Memorial 
Grant, and $85,000 contributed by the Josiah Macy Jr. Foun- 

tion. According to the New York Times the department 
of pathology will study the underlying process of aging which 
results in the gradual loss of ability and in the progressively 
increasing death rate as the years roll by; the mechanism by 
which fat is deposited in the artery walls as part of arterio- 
sclerosis, or hardening of the arteries; the depositing of col- 
lagen in artery walls in arteriosclerosis ; the changes in tissue 
metabolism with increasing age; the changes in water balance 
and resistance to shock; the changes in circulation and capil- 
lary permeability; the renewal of worn out tissues, and the 
enzyme content of tissues. A colony of rats and mice of all 
ages will be set up, a matter of two or three years, because 
the rats and mice must have time to grow old. They will be 
raised under ideal conditions, which means air conditioning, 
uniform lighting. and freedom from disturbing factors. 

United Medical Service Offers Plan for Health Care. 
—A plan providing fully prepaid surgical and obstetric care 
to subscribing families with incomes up to $2,500 and partial 
coverage of the same expenses for families earning up to 
$3,500 annually was announced January 16 by United Medical 
Service, Inc., 370 Lexington Avenue. The plan is said to 
represent the consensus of the five county medical societies 
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in New York and to represent the principles fostered and 
launched by the medical profession. The plan, according to 
newspaper reports, is said to be an answer to the one being 
launched by Mayor La Guardia, which is now being drawn 
to cover all medical expenses for enrolled families earning up 
to $5,000 a year (THe Journat, Nov. 4, 1944, p. 648). 

Newspaper reports indicated that the five county medical 
societies opposed mayor’s income ceiling as too high. The 
program of the United Medical Service proposes to pay par- 
ticipating physicians specified fees, and nonparticipating physi- 
cians will receive up to 75 per cent of the specified fees. 
Monthly charges to subscribers have been set at 52 cents for 
an individual, $1.12 for husband and wife, and $2 for a family. 
This rate would be cheaper for families earning over $1,200 
annually than the tentative rate of 2 per cent of income pro- 


posed for subscribers to the Health Insurance Plan of Greater 


New York. For individuals, the United Medical Service plan 
fixes the top income limit of subscribers at $1,800. For fam- 
ilies earning between $2,500 and $3,500 the plan includes a 
special provision to permit submission of physicians’ bills in 
excess of fees stipulated in the schedules of the plan to a 
physician's review committee for reconsideration. * Membership 
in the United Medical Service will be available at present 
to employed groups of 50 or more persons now enrolled with 
the Blue Cross Plan. To be eligible for the medical insurance 
these groups must comprise at least three fourths of the 
employees of a given organization. Exceptions would be made 
for groups of at least 25 employees, provided the employer 
pays enrolment fees. 
OREGON 


Survey of Office Space.— The Service Bulletin of the 
Oregon State Medical Society announces that a special com- 
mittee has been appointed by the Portland Association of 
Building Owners and Managers to survey office space in pro- 
fessional buildings in Portland. The creation of the committee 
follows the completion of a survey conducted by the association 
which revealed an occupancy of 98.6 per cent. The study is 
a preliminary one and reflects the work of the special com- 
mittee of the state society to prepare for the return of physi- 
cians from the service and the reestablishment of their 
practices. The bulletin points out that many questions are 
involved, including the number of physicians who will want 
to reduce their space or move at the end of the war and the 
number of military physicians who will want professional 
building space when they return. A tentative plan under con- 
sideration is the construction of a professional building on the 
site adjoining the Medical-Dental Building, Portland. 

Outbreak of Brucellosis.—An increasing epidemic of bru- 
cellosis has been reported in several regions of Oregon and 
notably Portland, according to Northwest Medicine. The 
majority of cases which can be accurately checked have been 
traced to the use of raw milk, while other cases have been 
traced to the taking of cottage and other cheeses processed 
from unpasteurized milk as well as to milk shakes and other 
milk products. At a recent meeting of the Oregon Association 
of Sanitarians it was intimated that the state’s health laws 
as regards milk production and distribution are een age 
defective, inadequate and poorly observed or enforced.” 
was stated that the inspection of restaurants including milk 
handling facilities, outside of a few cities having special milk 
ordinances, is a function of the Department of Agriculture 
and not the state board of health and that pasteurization of 
milk is not required by law. The governor has annou 
that he will recommend legislation to the 1945 session of the 
legislature requiring 100 per cent pasteurization of all milk 
products offered for sale in Oregon. 


PENNSYLVANIA 


Secretaries and Editors Conference.—The annual con- 
ference of the component county society secretaries and editors 
of the Medical Society of the State of Pennsylvania was held 
at the Penn-Harris Hotel, Harrisburg, January ]1-12. Among 
the speakers were: 

Dr. Mark A. Baush, Allentown, Increasing County Society Membership. 

Dr. William Bates, ‘Philadelphia, Wartime Graduate Education Plans. 

Dr. Stuart B. Gibson, Williamsport, Wartime Loan Funds. 

Dr. Ralph D. Bacon, Erie, Function of County Medical Society Bulletins. 

Dr. L. Fernald Foster, Lansing, secretary, Michigan State 
Medical Society, and Dr. Joseph S. Lawrence, Washington, 
D. Council on Medical Service and Public Relations of 
the American Medical Association, discussed “Realism in 
Extension of Public Relations” and Dr. Walter F. Donaldson, 
Pittsburgh, “American Medical Association Bureau of Infor- 
mation” at the dinner meeting. 
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UTAH 


Dr. Callister Resigns as Dean.—Dr. A. Cyril Callister 
has resigned as dean of the University of Utah School of 
Medicine, Salt Lake City, effective February 1. According 
to the Salt Lake City Deseret News Dr. Callister will devote 
his full time to private practice. Dr. Callister has held the 
deanship since Aug. 1, 1942 and it was largely through his 
efforts that the school established a four year medical cur- 


riculum in 1943, 
VERMONT 
Dr. Sichel Named Professor of Physiology.—Ferdinand 
J. M. Sichel, Ph.D., associate professor of physiology, Uni- 
versity of Vermont College of Medicine, Burlington, has been 
promoted to professor of physiology and named chairman of 
the department of pharmacology and physiology effective Jan- 


uary 1 
VIRGINIA 


Personal.—Dr. Newton A. Beeton has been made medical 
director of the Reynolds Metals Company, the first position 


John Shelton Horsley, Richmond, was elected ‘a corresponding 
fellow of the Medical Society of London at its annual meeting, 
October 23. The society is, according to Dr. G. Grey Turner, 
the poy institution of its kind in England, having been estab- 
lished by John Coakley Lettsom in 1 Ramon D. 
Garcin Jr. has been named assistant venereal control officer 
in Richmond pending the appointment of a full time officer, 
it is reported. 

Graduate Course in Ophthalmology and Otolaryngol- 
ogy.—The Virginia Society of Ophthalmology and Otolaryn- 
gology sponsored its eleventh annual postgraduate course at 
the University of Virginia Department of Meflicine, Char- 
lottesville, December 5-8. Among the participants were Drs. 
Frederick, M. Law, New York; Paul H. Holinger, Chicago; 
Russell Cecil, New York; John R. Page, New York; 
Joseph D: ‘Kelly, ‘New York; McLemore Birdsong, Charlottes- 
ville; Marion Lawrence White Jr., Charlottesville; James W. 
White, New York; Wendell L. Hughes, New York; William 
E. Fry, Philadelphia, and Paul A. Chandler, Boston. 


WISCONSIN 


License Revoked.—The iicense to practice medicine of 
Dr. Marvin Luther Jeter, alias Peter Jeter, was revoked by 
district court order Nov. 30, 1944, according to the state board 

medical examiners. His license to practice in Wisconsin 
had been granted through reciprocity Sept. 13, 1932. - Dr. 
Jeter’s license to practice medicine in Georgia was revoked 
Jan. 26, 1944, on his’ having been found guilty of immoral 
and unprofessional conduct. 

Merit Award Goes to Colonel Middleton.—Col. Wil- 
liam S. Middleton, M. C., dean, University of Wisconsin 
Medical School, Madison, on January 20 was designated as 
the recipient of the alumni award of merit from the general 
alumni society of the University of Pennsylvania School of 
Medicine, Philadelphia. The award was conferred in absentia 
during the founder’s day exercise. Colonel Middleton is’ on 
military leave from the University of Wisconsin and is super- 
vising activities in internal medicine of the American forces 
in Europe, it is reported. 


PUERTO RICO 

Society News.—Col. Richard P. Strong, M. C., director 
of tropical medicine at the Army Medical School, Washington, 
D. C., delivered a lecture at San Juan, Puerto Rico, Decem- 
ber 16, before the annual meeting of the Medical Association 
of Puerto Rico on the subject of “The Importance of Ecolog- 
ical Investigations in Tropical Medicine in the Present War.” 


GENERAL 


Meetings Canceled.—The annual meeting of the Ameri- 
can Orthopsychiatric Association which was to have been held 
at the Hotel New Yorker, New York, February 21-23, has 
been canceled——The American Gastroenterological Associa- 
tion announces the cancellation of its amnual meeting, which was 
scheduled for Atlantic City, June 18-19. 

Prizes for Work in Alleviation of Sterility. — The 
National Research Foundation for, Eugenic Alleviation of 
Sterility, Nesconset, L. I., recently awarded medals for dis- 
tinguished research during the year 1944 to Dr. John Rock 
and co-workers of Brookline, Mass., for achieving fertilization 
of the human ovum in vitro and carrying it to the three cell 
stage, and Waldo B. Edwards and Robert A. Hingson Jr., 
surgeons, U. S. Public Health Service, for their achievements 
in continuous caudal analgesia in obstetrics. 
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Marcelle Award Goes to Mary Loveless.—The Marcelle 
Award with its cash prize of has been awarded to Dr. 
Mary E. H. Loveless, New York, by the annual forum on 
allergy for her attempt “to correlate thermostable antibodies 
with clinical results and the consequent use of ‘booster doses,’ 
which may well shorten and simplify of hay 
fever.” The second Marcelle Prize, of $150, went to Dr. 
Charles F. Code of the section on clinical physiology, Mayo 
Foundation, Rochester, Minn., for his * ‘studies of the role of 
histamine in the production of anaphylactic and allergic reac- 
tions.” Dr. Arnold R. Rich of the Johns Hopkins University 
School of Medicine, Baltimore, and his associates received 
honorable mention for their work on serum sickness and peri- 
arteritis, as did Dr. Frank A. Simon, Louisville, Ky., for his 
studies of the allergens in human dander. 

UNRRA Takes Over World Health Duties.—The func- 
tions of the International Office of Public Health in Paris 
will be performed by the United Nations Relief and Rehabili- 
tation Administration for a limited period under two sanitary 
conventions concerning maritime and aerial travel, it is reported. 


The conventions, signed by the state department January 5, 


will come into force when signed or acceded to by ten or 
more governments and will run for not more than eighteen 
months after they have become effective. Signature by the 
United States was made “subject to ratification,” the New 
York Times reported. After the signature of four govern- 
ments, France, Great Britain, Poland and the United States, 
the conventions were then left open for other signatures, after 
which time they were to be open to accession by any govern- 
ment. They amend the international maritime sanitary con- 
vention of 1926 and the international sanitary convention for 
aerial navigation of 1933 to confer the duties on UNRRA so 
that its efforts may be facilitated in the fields of displaced 
person and epidemic control. 

Fellowships for the Training of Health Officers.—The 
Commonwealth Fund of New York through its division of 
public health is offering a group of fellowships for the train- 
ing of health officers. All applicants must possess a medical 
degree, have had at least one year’s internship and have shown 
ability together with interest in and aptitude for public health, 
with preference going to men who have had at least a few 
months experience in actual public health work. A _ total of 
six fellowships will be available, the stipends being distributed 
as follows: 

Single men—$175 to $200 a month, gree or circumstances, plus 
tuition and travel from home to sch ool, and retu 

arried men-—$200 to $250 a month, iiesalion on individual circum- 
stances, plus tuition and travel from home to school and return. 

Application blanks and accompanying papers must be filed 
with the Commonwealth Fund, which reserves the right to 
require personal interviews if it is deemed necessary. Awards 
made by the fund will be subject to acceptance by the school 
of public health concerned. Schools at which these fellowships 
will be tenable are: 


me oll Hopkins University School of Hygiene and Public Health, 

alt 

School of Public Health of the University of Michigan, Ann Arbor. 

DeLaimar Institute of Public Health of Columbia U dg, ee New York. 

Graduate School of Vanderbilt University, Nashville, 

a of Public Health of the University of North Taeuinn, Chapel 
i 


March of Dimes Extended—The Miracle of Hickory. 
—Because numerous motion picture houses throughout the coun- 
try were closed during the March of Dimes Week, January 
5-31, on account of the critical fuel situation, the campaign 
was extended to February 15 to permit additional contribu- 
tions to the National Foundation for Infantile Paralysis. 
Coincident with the annual appeal for funds in various public 
endeavors was the release of a motion picture trailer entitled 
“The Miracle of Hickory,” written and directed by Frank 
Whitbeck of the Metro-Goldwyn-Mayer Pictures, Culver City, 
~Calif., who created all the previous March of Dime trailers. 
The film tells briefly the story of the poliomyelitis epidemic that 
struck Hickory, N. last summer and has been released 
through the National ‘Screen Service. Greer Garson again 
makes her appearance in the trailer this year, having made 
similar successful requests in the trailers for 1943 and 1944. 
The picture depicts the development of the Emergency Infantile 
Paralysis Hospital—“The Miracle of Hickory,” a small summer 
camp for underprivileged youngsters one day and a functioning 
hospital, receiving poliomyelitis patients, fifty-four hours later. 
Among others credit is ascribed to the National Foundation for 
Infantile Paralysis for its quick response for aid, Dr. Carl V. 
Reyrolds, state health officer, Dr. A. Gaither Hahn, chairman 
of the Catawba County chapter of the national foundation, Dr. 
Harold C. Whims, county health officer, Dr. Robert L. Ben- 
nett Jr., director of physical medicine at the Georgia Warm 
Springs Foundation, Dr. Edward A. Piszcezek, Chicago, and Col. 
Frank Wilson, M. C., commanding officer of the Moore General 
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Hospital, who supplied, among other things, 40 urgently needed 
beds. Credit is also given to the American Red Cross and 
local business authorities who supplied immediate services of 
all types. The film shows that, when the Hickory Emergency 
Infantile Paralysis Hospital opened its doors fifty-four hours 
after the idea was conceived, workmen were still busy in one 
ward as the children were placed in the other. Units of the 
state guard voluntarily spent their Sundays working around 
the hospital, clearing brush from the grounds, doing odd chores ; 
other local residents cooperated in sundry tasks, and 32 women 
prisoners were paroled by the governor to ease the load of hos- 
pital housework. Pictorially the film describes the great good 
accomplished by the annual March of Dimes of the National 
Foundation for Infantile Paralysis. In 1944 the national movie 
total for the fight against infantile paralysis was $4,667,000. 
The National Foundation News acknowledges with thanks the 


- efforts of Mr. Whitbeck and the cooperation of National Screen 


Service. 


Football Fatalities. — There ~— 17 deaths attributed 
directly to football during 1944, 1 of them the first college 
football fatality since 1940, newspapers reported January 13. 
The total number was 6 more than in 1943 but was 14 under 
the peak of 31 in 1931, when the first of the surveys of this 
group of deaths was made by Frank S. Lloyd, Ph.D., then 
at New York University, and Fielding H. Yost of the Uni- 
versity of Michigan, Ann Arbor. Five deaths were among 
players on sand lot teams, 2 on athletic club teams and 9 in 
high schools. The most frequent cause of death was cerebral 
hemorrhage. In a report to the National Collegiate Athletic 
Association, Floyd R. Eastwood, Ph.D., professor of physical 
education for men, Purdue University, ‘Lafayette, Ind., stated 
that “the head still has not been adequately protected against 
injury in = of the continually increasing number of these 
injuries.” The report listed halfbacks as occupying the most 
hazardous position. Fatalities at this spot made up 18.8 per 
cent of the total. Others were ends 11.7 per cent, tackles 7.4 
per cent, fullbacks 6.6 per cent, quarterbacks 5.5 per cent and 
guards 5.1 per cent. Injuries suffered making tackles accounted 
for 30.8 per cent of the fatalities. The next most frequent 
cause was blocking, with 10.2 per cent. Dr. Eastwood said 
the survey showed that most of the fatal injuries still occur 
in the second and fourth periods of games, which appears 
still a further reason for more frequent substitutions. 


Government Services 


Group to Study Illegitimacy Problem 

A National Advisory Committee on unmarried parenthood 
is being formed by Katharine F. Lenroot, LL.D., chief of the 
Children’s Bureau, U. S. Department of Labor, the New York 
Times reported January 3. “It is not merely a matter of a 
growing wartime illegitimacy rate,” Miss Lenroot is reported 
to have said, “it is also a matter of not enough social workers, 
not enough medical and social service facilities available, not 
enough public information on the resources that are available.” 


Seek Laws to Curb “Baby Brokers” 
A draft of essentials for adoption laws and procedures, 


which would curb the baby broker business by making every © 


child up for adoption a charge of the state through its welfare 
department, was issued January 21 by the U. S. Children’s 
Bureau, the New York J7imes reports. In a statement to the 
press, Katharine F. Lenroot, LL.D., chief of the bureau, is 
reported to have said that not more than one fourth of the 
states had adoption laws which approximated the recommended 
standards. To end a black market in babies, it was stated, 
three fourths of the states would need to make changes in 
methods of dealing with adoption cases, an estimated half of 
which involved children born out of wedlock. The census 
bureau receives reports of about, 80,000 children born out of 
wedlock annually, exclusive of ten states which do not include 
an illegitimacy item on birth certificates. Among ‘the non- 
reporting states are three of heavy populations, New York, 
Massachusetts and California. The proposed safeguards would 
serve: 

To protect the child from unnecessary separation from parents who 
might give him a g e if sufficient help was available, from being 
adopted by persons unfit to rear him and from interference if he was 
established in his adoptive home. 

© protect the natural parents from hurried decisions to give up a child, 
made under special strain and anxiety 

To protect ad ting parents ata § taking responsibility for children 
about whose her or physical or mental capacity they knew nothin 


and from later Hottatants of their relationship to the child by natura 
parents, 
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Foreign Letters 


LONDON 


(From Our Regular Correspondent) 
Jan. 13, 1945. 


The Psychology of British Prisoners of War 

In the correspondence columns of the British Medical Journal 
a physician wrote recently that “the very large majority of our 
returned prisoners of war will be problems for their lifetime.” 
This statement has aroused the astonishment of Major D. L. 
Charters, whose experience renders him an authority on the 
psychology of prisoners of war. A Liverpool ophthalmic sur- 
geon, in the Greek campaign of 1941 Major Charters allowed 
himself to be captured while attending the badly wounded, and 
with the same humanitarian motive he has since declined two 
opportunities for repatriation. For the last three and one-half 
years he has administered the medical affairs of large groups 
of wounded and disabled prisdners in Germany, including 
prisoners who are totally blind, have amputated limbs, are 
extensively burned, are paralyzed and have major orthopedic 
injuries. Nearly all have known several years of captivity ; 
nearly all have suffered bitter disappointment when the first 
attempt at repatriation broke down in October 1941 and instead 
of going home they were returned to prison camps. 

Major Charters realizes the pressing psychologic problems 
which in certain cases have resulted from years of enforced 
idleness, monotony, physical suffering and disablement. If any 
group of prisoners of war was likely to present psychologic 
problems, it was the kind of group with which he has had to 
deal. Nevertheless he emphatically denies that anything 
approaching a majority of prisoners will be “problems for their 
lifetime.” Rather he would say that the majority of these men 
have gained in tolerance, understanding, patience, forbearance 
and courage. They have acquired a bigger concept of comrade- 
ship and community life. The average prisoner has demon- 
strated a high standard of adaptability and will do so again 
when he returns home. The average prisoner is not a “prob- 
lem” to himself, to his companions or to his future employer, 
Major Charters states. 


Poisoning by Petrol Fumes 

In the Journal of the Royal Army Medical Corps Major 
T. N. Rudd has described a form of petrol poisoning which 
has occurred under war conditions. In the earlier phases of 
the war petrol was dispatched overseas in 4 gallon cans made 
of thin metal, packed in cardboard cases and stacked in the 
holds of freight ships. Unfortunately the cans were insuffi- 
ciently rigid to prevent collapse under their own weight of 
those at the bottom of the stack, and petrol often escaped into 
the hold, sometimes to a depth of 2 or 3 feet. At the over- 
seas port men worked intermittently in the holds in short 
shifts, no apparatus for breathing oxygen being available. A 
man might work twice a week on petrol shifts of five hours 
each. He would breathe the petrol laden atmosphere for up 
to ten minutes, after which he would rest for twice that period 
on deck, while two successive gangs of his fellows took over. 
On intervening days he would be employed in a petrol free 
atmosphere. But military circumstances often necessitated 
more frequent exposure. 

Minor symptoms, such as dizziness, headache, tinnitus and 
faintness or a sense of intoxication, as from alcohol, were 
almost constant. Collapse with loss of consciousness frequently 
occurred. As many as 7 men out of 12 in one gang were 
rendered unconscious in one five hour shift. Some men were 
overcome so quickly by the fumes that they were unable to 
reach the bottom of the hold. On removal to a normal atmos- 


MARRIAGES 349 


phere recovery was immediate, both in stuporous and in exhil- 
arated men. Vomiting was frequent. An unpleasant taste 
remained in the mouth for hours. Some men were unfit for 
work for twenty-four to forty-eight hours. These symptoms 
were transient and were outweighed by more lasting changes. 
A previously cheerful man became morose and sullen. One 
man, previously normal, had an acute psychosis. Major Rudd 
holds that the only satisfactory way to avoid dangerous 
exposure to petrol fumes of workers in ships’ holds is the 
use of an oxygen apparatus on the worker's back. These 
should be provided if it should ever again become necessary 
to export petrol in the manner described. 


The Limitations of Penicillin 

Delivering the first Lister lecture of the Society of Chemical 
Industry at Edinburgh, Sir Alexander Fleming, the discoverer 
of penicillin, said that like the sulfonamides penicillin is highly 
specific, affecting certain microbes but having little or no 
action on others. He thought it unlikely that we should ever 
get an antiseptic which would affect all microbes without being 
poisonous to some human cells. Thus we shall have to arm 
ourselves with a series of chemicals covering the whole range 
of microbe growth. In another respect penicillin is not perfect, 
Dr. Fleming said; it is rapidly destroyed in the stomach and 
so is ineffective when taken by mouth. But there is still hope 
that chemists may be able to synthesize it and then tinker 
with the molecule so as to remedy imperfections. Moreover 
there are thousands of other microbes which may manufacture 
antiseptics even better than penicillin or which may give a 
clue to the chemical linkages responsible for the destruction 
of bacteria. “The work is not finished. It is just beginning,” 
he declared. 

Honor for South African Surgeon 

The honorary fellowship of the Royal College of Surgeons 
of England has been conferred*on I. W. Brebner, professor 
at Witwatersrand University, South Africa, where he has 
held the chair of surgery for the last fifteen years. The 
diploma was handed to him by Major Gen. P. H. Mitchiner, 
a member of the council of the Royal College of Surgeons, 
after he delivered the Beyers memorial lecture. He referred 


‘to Professor Brebner’s work as a surgeon and as a teacher 


and to the valuable services he had rendered the army in the 
last war and in this one as consulting surgeon to the South 
African forces. The fame of that work had spread throughout 
America and the British commonwealth of nations, General 
Mitchiner declared. 


Marriages 


BenyAMIN Ey Core Jr., Mountain Lakes, N. J., to Miss 
Jennifer Elsie Habian at Camp Le Jeune, N. C., November 29. 
~BernapINE DrewniAny, Lyndhurst, N. J., to Mr. John 
Joseph Killeen of Belleville in Taunton, Mass., November 25. 

Witi1am L. Musser, Clarksburg, W. Va., to Miss Jeanette 
Elizabeth Whited in Portsmouth, Va., November 17 

Joun D. Curistian, Rocky Mount, N. C., to Miss Virginia 
Rupprecht of New Brunswick, N. J., November 25. 

Tomas Benepict Ciark, Hasbrock Heights, N. J., to Miss 
Jane Norma Benjamin of Rutherford, December 16. 

Wittram Spencer MacComp, New York, to Miss Janet 
Abbot Judd of Middletown, Conn., December 30 

LesteER WALLACE CUNNINGHAM to Miss Gertrude Jessie 
Reid, both of Mandarin, Fla., November 7. 

Ropert N. Bitts to Miss Garnett Campbell, both of Gary, 
Ind., in Chicago, October 5. 

Everetrc Sperry Barr to Miss Alice Logan, both of West 
Chester, Pa., October 17. 

Sotomon J. Rosenserc, Brooklyn, to Miss Ruth Daniels of 
Milwaukee, December 31. 

Joun B. Trepway, Erie, Pa., to Miss Nell Emmet recently, 
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Irving Samuel Cutter @ formerly dean of Northwestern 
University Medical School and _ recently health editor of the 
Chicago Tribune, died in the Passavant Memorial Hospital, 
February 2, aged 69, of carcinoma of the prostate and general- 
ized carcinomatosis. 

Dr. Cutter was born in Keene, N. H., Dec. 5, 1875. For a 
year in 1896 he was instructor in a high school in Humboldt, 
Neb., principal at the Beatrice High School from 1898 to 1900 
and general agent at Ginn and Company from 1900 to 1906. 
He received the degree of bachelor of science at the University 
of Nebraska, graduating there in medicine in 1910 and subse- 
quently serving as instructor of physiologic chemistry, professor 
of biochemistry and director of the laboratory and, for the 
period 1915 to 1925, as dean. In the latter year he joined the 
Northwestern faculty as associate professor of icine and 
dean, serving in the dual capacity until 1941, when he retired to 
become emeritus professor of medicine and dean. He had been 
medical superintendent of Passavant Hospital since 1928, serv- 
ing also as trustee of Northwestern University and Wesley 
Memorial Hospital. 

Dr. Cutter held the rank of captain in the medical corps of 
the U. S. Army, 1918-1919, serving in charge of medical service 
at Camp Gordon, Georgia, and lieutenant colonel in the medical 
section of the Officers Reserve Corps from 1920 to 1929. He 
held membership in numerous societies and fraternities, includ- 
ing the American Chemical Society, Sons of the American 
Revolution, Alpha Omega Alpha, Chi Phi, Sigma Xi and Phi 
Rho Sigma, of which he had been president from 1927 to 1934. 
He held fellowship in the American Association for the 
Advancement of Science and served as chairman, member of 
the executive council and president in 1923 of the Association 
of American Medical Colleges. He was president of the Society 
of Medical History of Chicago in 1934 and at one time was vice 
president of the Illinois Social Hygiene League. Honorary 
degrees which he had received included the doctor of science 
from the University of Nebraska in 1925 and Northwestern 
University in 1941, and doctor of laws from Jefferson Medical 
College, Philadelphia, in 1931. 

Dr. Cutter was a prolific writer for many years, and served 
also as first editor of the Nebxaska State Medical Journal from 
1916 to 1918 and member of the editorial board of the Annals 
of Medical History. Since 1934 he had been health editor of 

the Chicago Tribune and author of the daily column “How to 
’ Keep Well.” In recognition of his services, Col. Robert R. 
McCormick, editor and publisher of the Chicago Tribune, gave 
property to Northwestern University for the establishment of a 
fund known as the Irving S. Cutter Fund for Medical Research. 
Included among his contributions to the literature are School 
ot Medicine, History of Physical Therapy, History of Obstetrics 
and Gynecology and Laboratory Manual of High School Botany, 
of which he was a co-author. 

Logan Clendening ® Kansas City, Mo., noted health edu- 
cator, was found dead in his bed at his home January 31, 
presumably as the result of suicide, aged 60. 

Dr. Clendening was born in Kansas City May 25, 1884. He 
studied for three years at the University of Michigan, Ann 
Arbor, but did not complete his studies there because of ill 
health. In 1907 he graduated at the University of Kansas 
School of Medicine, Lawrence-Kansas City, entering private 
practice in Kansas City in 1909. The following year he joined 
the faculty of his alma mater as instructor in internal medicine, 
serving in this capacity until 1914; he was assistant professor 
of medicine from 1919 to 1924 and ‘associate professor of medi- 
cine from 1924 to 1928, when he became professor of clinical 
medicine and history of medicine, a position he held at the time 
of his death. He was a member of the staffs of St. Luke’s and 
Kansas City General hospitals, serving the two at one time as 
president of the staff. 

Dr. Clendening was a member of numerous scientific groups, 
including the American Therapeutic Society and the American 
Climatological and Clinical Association ; once he served as presi- 
dent of the American Association of the Historv of Medicine. 
a held fellowship in the American College of Physicians, which 

had served as a member of the board of governors from 
1926 to 1930, third vice president, 1929-1930, and a member of 
the board of regents in 1931. He had been a major in the 
medical corps of the U. S. Army in World War I, serving as 
chief of medical service, Base Hospital, Fort Sam Houston, 
from 1917 to 1919. 

Dr. Clendening for a number of years had written a widely 
syndicated newspaper column entitled “Diet and Health.” Other 


writings to his credit include Modern Methods of Treatment, 
the Human Body, the Care and Feeding of Adults, Behind the 
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Doctor, Source Book of Medical History, the Balanced Diet 
and Laboratory Notebook Method in Teaching Physical Diag- 
nosis and Clinical History Recording. He had traveled exten- 
sively in Egypt, England, France, Germany, Greece and Italy 
and had taken graduate work in Edinburgh. 

William M. Donald, Detroit; Detroit College of Medicine, 
1887; emeritus professor of medicine at his alma mater, now 
known as the Wayne University College of Medicine; presi- 
dent of the Wayne County Medical Society, 1922-1923; for 
many years a member of the council and president in 1928 of 
the Tri-State Medical Association; past president of the Michi- 
gan Health Exposition; member of the American Medical 
Association; fellow of the American College of Physicians; 
since 1939 emeritus member of the Michigan State Medical 
Society, once serving as chairman of its medical section; served 
as chairman of the Wayne County Board of Review during 
World War I; served as medical consultant and chief of staff 
at St. Mary’s Hospital, consulting physician for Receiving 
Hospital and consultant in medicine to Evangelical Deaconess 
Hospital, St. Joseph’s Mercy Hospital and the Jefferson Clinic 
and Diagnostic Hospital; for many years chief of staff at the 
Protestant Children’s Home; received the honorary degree of 
doctor of science in medicine from Wayne University in 1935; 
established the “Doctors’ Corner” of the Medical Library, a 
branch of the Detroit Public Library, in which are a 
written by physicians on nonmedical subjects and fiction; died 
in the Grace Hospital December 20, aged 84, of carcinoma of 
the left side of the urinary bladder. 

George Carl Hensel, San Francisco; University of Cali- 
fornia Medical School, San Francisco, 1922: assistant clinical 
professor of orthopedic surgery at his alma mater; interned 
and later on the visiting staff at the University of California 
Hospital; specialist certified by the American Board of Ortho- 
paedic Surgery, Inc.; member of the American Academy of 
Orthopaedic Surgeons; fellow of the American College of Sur- 
geons; lieutenant commander, Naval Reserve, not on active 
duty; for many years on the staff of the Shriners’ Hospital 
for Crippled Children; served as chief surgeon at the Carrie 
Tingley Hospital, Hot Springs, N. M.; formerly orthopedic 
surgeon, crippled children’s division, Nevada State Department 
of Health; died November 14, aged 49, of cerebral hemorrhage 

Vernor Milo Moore ® Grand Rapids, Mich.; University 
of Michigan Medical School, Ann Arbor, 1911; served the 
Michigan State Medical Society as a member of the executive 
committee and chairman of the council, councilor of the Fifth 
District and, at the time of his death, president-elect; specialist 
certified by the American Board of Radiology; member of the 
American Roentgen Ray Society, Radiological Society of North 
America and the American College of Radiology; past presi- 
dent of the Kent County Medical Societ yi director, x-ray 
department, St. Mary’s Hospital; on the staff of Blodgett Hos- 
pital; died December 30, aged 58, of coronary occlusion. 

Thomas L, Abington, Oakdale, La.; Memphis (Tenn.) 
Hospital Medical College, 1903; coroner of Sabine Parish for 
one term and mayor of Oakdale for two terms; died October 
13, aged 75, of pneumonia and nephritis. 

Roscoe Conklin Adams, Lexington, Ky.; Barnes Medical 
College, St. Louis, 1898; rating specialist (medical) at the 
Veterans Administration; served during World War I; died 
January 3, aged 67, of hypertensive heart disease. 

George Campbell Bates ® Rushville, I!l.; Harvard Medi- 
cal School, Boston, 1921; died in Beardstown December 2, 
aged 55, of cerebral hemorrhage and diabetes mellitus. 

David Takeji Betsui ® Hanapepe, Hawaii; Washington 
University School of Medicine, St. Louis, 1931; diplomate of 
the National Board of Medical Examiners; served an intern- 
ship at the Evangelical Deaconess Home and Hospital and the 
Alexian Brothers’ hospitals, St. Louis; lieutenant in the medical 
reserve corps, U. S. Army, not on active duty; died in the 
Queen’s Hospital, Honolulu, October 24, aged 41, of coronary 
heart disease. 

Aaron Brav ® Philadelphia; Medico-Chirurgical College of 
Philadelphia, 1902; chief ophthalmologist at the Jewish and 
Northern Liberties hospitals; died December 2, aged 69, of 
heart disease. 

Oliver Wendell Brown @ Falmouth, Ky.; University of 
Louisville Medical Department, 1906; died in the Booth Memo- 
rial Hospital, Covington, December i, aged 70, of carcinoma of 
the colon at the rectosigmoid junction. 

Lillian M. Burlingame, Brooklyn; New York Medical 
College and Hospital for Women, Homeopathic, New York, 

formerly adjunct professor ‘of gynecology at her alma 
mater; died in the New York Hospital December 4, aged 73, 
of general abdominal carcinomatosis and arteriosclerotic heart 
disease with mitral insufficiency. 
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Marcus F. Carson, Griffin, Ga.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1894; member 
of the American Medical Association; formerly a member of 
the state board of medical examiners; died November 26, aged 
73, of cerebral hemorrhage. 

William S. Charles @ Pittsburgh; Western Pennsylvania 
ne College, Pittsburgh, 1901; died in Chicago October 8, 
aged 77. 

Charles Cleveland Clark, Union City, N. J.; New York 
Homeopathic Medical College and Hospital, New York, 1898; 
member of the American Medical Association; on the courtesy 
staff of the Christ Hospital, Jersey City, where he died Novem- 
ber 29, aged 75, of cerebral thrombosis. 

Ernest E. Couch, West Allis, Wis.; Wisconsin College of 
Physicians and Surgeons, Milwaukee, 1899; member of the 
American Medical Association; died November 14, aged 80, 
of cardiorenal disease and senility. 

Raymond John Dawson ® Methuen, Mass.; McGill Uni- 
versity Faculty of Medicine, Montreal, Que., Canada, 1933; on 
the courtesy staffs of the Clover Hill and Lawrence General 
hospitals, Lawrence, and the Mary E. McGowan Memorial 
Hospital ; died November 20, aged 38, of coronary occlusion. 

Charles Leo Dugan, Cincinnati; Georgetown University 
School of Medicine, Washington, D. C., 1912; assistant medical 
examiner for the Baltimore and Ohio Railroad; died in the 
Cincinnati General Hospital November 28, aged 55, of a frac- 
tured skull and an intracranial hemorrhage. 

Fred August Eickelberg, Reeseville, Wis.; Rush Medical 
College, Chicago, 1902; died November 24, aged 68, of carci- 
noma of the rectum. 

Warren Harkness Everett, Peru, N. Y.; Albany Medical 
College, 1899; member of the American Medical Association; 
health officer and school physician; on the staff of the Physi- 
cians Hospital, Plattsburg.; died December 20, aged 76, of per- 
nicious anemia. 

Richard William Finley, Chapel Hill, N. C.; Western 
Reserve University Medical Department, Cleveland, 1918; for- 
merly on the faculty at his alma mater and on the staff of the 
Lakeside Hospital in Cleveland; died November 28, aged 54, 
of heart disease. 

John G. Franken, Chandlerville, Ill.; College of Physi- 
cians and Surgeons, Chicago, 1895; member of the American 
Medical Association; died in the Memorial Hospital, Spring- 
field, November 26, aged 81, of interstitial nephritis. 

Louis Clark French, Chicago; Illinois Medical College, 
Chicago, 1905; member of the American Medical Association ; 
died November 20, aged 66, of congestive heart disease and 
bronchiectasis. 

Frederick Julius From, Halbur, Iowa; State University 
of Iowa College of Medicine, Iowa City, 1887; died in North 
Loup, Neb., November 21, aged 83, of heart block. 

Henry Lisle Gamble, Moorefield, W. Va.; University of 
the South Medical Department, Sewanee, Tenn., ; died 
in the Potomac Valley Hospital, Keyser, November 30, aged 
70, of cerebral hemorrhage. 

John Reeves Gamble, Lincolnton, N. C.; University of 
Tennessee College of Medicine, Memphis, 1911; member of the 
draft board during World War I; served two terms as mayor 
of Lincolnton; one of the founders and past president of the 
Rotary Club; chief surgeon for the Seaboard and Southern 
Railways; member of the American Medical Association; foun- 
der, chairman of the staff and medical superintendent of the 
Reeves Gamble Hospital, where he died December 1, aged 59. 

John Simpson Gordon ® Milwaukee; University of Illinois 
College of Medicine. Chicago, 1912; member of the American 
Academy of Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; past president of the Milwau- 
kee County Medical Seciety; on the staffs of the Milwaukee, 
Columbia and Children’s hospitals; died December 6, aged 56, 
of coronary occlusion. 

Walter A. Hall, New Albany, Ind.; Hospital. Coilege of 
Medicine, Louisville, Ky., 1904; member of the American 
Medical Association; for many pare county physician; on the 
staff of St. Edward Hospital, where he died December 9, aged 
64, of coronary heart disease. 

Reuben Caldwell Hanchett, Chicago; Syracuse Univer- 
sity College of Medicine, 1884; formerly professor of materia 
medica and therapeutics at his alma mater and physician to the 
Hospital of the Good Shepherd in Syracuse, N. Y.; served 
during World War I; captain, medical reserve corps, U. S. 
Army, not on active duty; died December 15, aged 81, of car- 
cinoma of the left breast with metastases. 
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Robert S. Hearn, Pinson, Tenn.; University of Tennessee 
Medical Department, Nashville, 1904; member of the American 
Medical Association; died in the Gartly-Ramsay Hospital, 
Memphis, December 9, aged 69, of bronchopneumonia. 

John Ernest Heiss, Perry, Okla.; Loyola University 
School of Medicine, Chicago, 1916; member of the American 
Medical Association; died December 14, aged 60, of heart 
disease. 

Gustav A. Hermann ®@ Hamilton, Ohio; Western Penn- 
sylvania Medical College, Pittsburgh, 1896; member of the 
board of health; died in Indianapolis December 7, aged 80, of 
coronary thrombosis. 


Hardin I. Hughes, Hardin, Ky.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1901; died December 5, 
aged 69, of arteriosclerosis. 


Thomas Charles Irwin ® Grand Rapids, Mich.; Trinity 
Medical College, Toronto, Ont., Canada, 1891; served as presi- 
dent of the Kent County Medical Society; formerly professor 
of surgery and clinical surgery at the Grand Rapids Medical 
College; on the courtesy staffs of the Butterworth and St. 
Mary’s hospitals; from 1924 to 1928 chief of staff, Blodgett 
Memorial Hospital, where he died December 9, aged 78, of 
coronary thrombosis. 

John Russell Kelly, Plainfield, N. J.; University of the 
City of New York Medical Department, New York, 1892; for 
many years a physician with the Holland-American Steamship 
Line; died December 24, aged 75, of coronary thrombosis. 

Joseph W. Kemp, Roanoke, Ind.; Medical College of 
Indiana, Indianapolis, 1891; died November 29, aged 88, of 
pneumonia, influenza and cerebral hemorrhage. 

Louise Cora Kralick, Pittsburgh; University of Pittsburgh 
School of Medicine, 1930; died November 24, aged 44, of angina 
pectoris. 

Walter Max Kraus @ New York; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1913; member of the 
American Neurological Association, American Association of 
Neuropathologists and the Association for Research in Nervous 
and Mental Disease; served during World War I; commissioned 
a major in the medical corps, Army of the United States, on 
April 29, 1943; resignation from service effective in April 1944; 
died August 18, aged 55. 

John Leonard Lee @ Alexandria, Minn.; University of 
Minnesota Medical School, Minneapolis, 1922; interned at the 
Minneapolis General Hospital; died in Minneapolis Decem- 
ber 9, aged 49, of coronary occlusion. 

Marquis H. Maness, Roxton, Texas; Medical Department 

ulane University of Louisiana, New Orleans, 1882; mem- 
ber of the American Medical Association; died in Terrell 
November 21, aged &5, of senility. 

Benjamin Franklin Markin, Columbia, S. D.; Columbian 
Medical College, Kansas City, Mo., 1900; died October 6, 
aged 65, of coronary thrombosis. 

Harry E. Matthews @ Orange, N. J.; College of Physi- 
cians and Surgeons, New York, 1888; served during World 
War I; on the staff of the Orange Memorial Hospital; died 
in Bermuda November 25, aged 78. 

William J. McCarthy, Madelia, Minn.; Northwestern Uni- 
versity Medical School, Chicago, 1897; member of the Ameri- 
can Medical Association; in 1920 president of the Southern 
Minnesota Medical Association; president oi the board of edu- 
cation at Madelia for many years; also served as mayor of 
Madelia and chairman of the board of health; owned and 
operated the Madelia Hospital from 1918 to 1941, when it was 
purchased by the village; bank president; died October 25, 
aged 76, of acute lymphatic leukemia. 

Robert Howard Meikle, Arlington, Mass.; University of 
Bishop College Faculty of Medicine, Montreal, 1897; died 
October 12, aged 73, of pulmonary edema. 

William Wallace Noyes, Dunbar, W. Va. (licensed in 
West Virginia in 1903); died in Cumberland, Md., December 
15, aged 74, of chronic bronchial asthma, general arterioscle- 
rosis and chronic myocarditis. 

Arcadio Tigrio Obando, Los Angeles; Cornell University 
Medical College, New York, 1930; member of the American 
Medical Association; interned at the Hollywood Clara Barton 
Memoriul Hospital; died November 5, aged 41, of contusion 
of the brain and subdural hemorrhage. 

Daniel Adam Orth ® Wheaton, Ill.; Rush Medical Col- 
lege, Chicago, 1896; fellow of the American College of Sur- 
geons; at one time clinical professor of surgery at the Loyola 
University School of Medicine, Chicago; formerly secretary and 
since 1912 attending surgeon at St. Mary of Nazareth Hospital, 
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Chicago; president and chief of surgical staff, Columbus Hos- 
pital, Chicago, where he died January 3, aged 72, of left bundle 
branch block. 

Jeddiah William Pidcock ® Los Angeles; College of 
Physicians and Surgeons of San Francisco, 1907; formerly 
practiced in Ogden, Utah, where he served as county physi- 
cian and was on the staff of the Thomas D. Dee Memorial 
Hospital; on the staff of the Hollywood Hospital; died Octo- 
ber 30, aged 66, of nephritis and diabetes mellitus. 

William H. Porter, Calvin, N. D.; College of Physicians 
and Surgeons, School of Medicine of the University of Illi- 


nois, 1903; served as state senator; died in the General Hos- ° 


pital, Devils Lake, October 15, aged 71, of carcinoma of the 
rectum. 

Linley Murray Reagan, Kokomo, Ind.; Physio-Medical 
College of Indiana, Indianapolis, 1901; served during World 

ar I; formerly professor of obstetrics at his alma mater; 
died November 28, aged 72, of coronary embolism. 

Jacob Michael Smittle, Waucoma, Iowa; State Univer- 
sity of Iowa College of Medicine, Iowa City, 1897; formerly 
member of the state board of health, school board and town 
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tendent of the Washington County Hospital; visiting su 
at the Barre City Hospital; died November 11, aged 
accidental illuminating gas poisoning. 

Arthur Henry Temple @ Passaic, N. J.; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1896; 
served in France during World War [; chief of staff, Passaic 
General Hospital; died in Greenwood Lake November 16, aged 
70, of coronary occlusion. 

Jesse Harold Turner, La Canada, Calif.; Loyola Univer- 
sity School of Medicine, Chicago, 1927; member of the Ameri- 
can Medical Association; interned at St. Luke’s Hospital in 
San Francisco; on the staff of the French Hospital, Los 
Angeles; died November 20, aged 48, of coronary occlusion. 

Frank Vanatta Willhite, Redfield, S. D.; College of Phy- 
sicians and Surgeons, School of Medicine of the University 
of Illinois, 1905; member of the American Medical Associa- 
tion; since 1923 medical superintendent of the State School 
and Home for Feebleminded; died October 20, aged 66, of 
carcinoma of the rectum. 

Tazwell Brown Wingo, Martin, Tenn.; Vanderbilt Uni- 
versity School of Medicine, Nashville, 1900; died in the Baptist 
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council; on the staff of the Decorah Hospital, Decorah; died 
in St. Joseph’s Hospital, New Hampton, November 19, aged 
69, of arteriosclerosis, prostatic hypertrophy and _broncho- 
pneumonia. 

John William Stewart ®@ Barre, Vt.; University of Ver- 
mont College of Medicine, Burlington, 1907; acting superin- 
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Hospital, Memphis, November 10, aged 71, of congestive heart 
disease due to coronary insufficiency and diabetes mellitus. 
Thomas Grant Youmans, Columbus, Ohio; Starling Medi- 
cal College, Columbus, 1895; professor of genitourinary surgery 
and dermatology at the Ohio Medical University from 1899 to 
1901; police surgeon for eight years; died October 18, aged 75. 


KILLED IN ACTION 


Herman Lawrence Jacobius, New York; Cornell 
University Medical College, New York, 1939; served an 
internship at the Mount Sinai Hospital, New York, and a 
residency in medicine at the Montefiore Hospital, New 
York; commissioned a first lieutenant in the medical corps, 
Army of the United States, on Oct. 3, 1942; later promoted 
to captain; took part in the North African campaign and 
the invasion of Sicily and Italy; killed in action in the 
Netherlands Sept. 28, 1944, aged 28. 

Edward John Hackett @ Westfield, N. J.; University 
and Bellevue Hospital Medical College, New York, 1933; 
interned at the Medical Center of Jersey City; formerly 
police surgeon; served as medical inspector of the public 
schools and of Holy Trinity schools; commissioned a first 
lieutenant in the medical corps, Army of the United States, 
on Aug. 3, 1942; later promoted to captain; squadron 
surgeon with a mechanized cavalry reconnaissance unit 
attached to General Patton's Third Army; died in France 
Sept. 13, 1944, aged 37, of wounds received in action. 


Michael Alphonse Rafferty ® Weston, \WW. Va.; Rush 
Medical College, Chicago, 1937; graduated as a pharma- 
ceutical chemist from West Virginia University in 1929; 
served an internship at St. Luke’s Hospital in Cleveland; 
formerly associate professor of biochemistry at the West 
Virginia University School of Medicine, Morgantown; 
served as assistant medical director of Miles Laboratories, 
Inc., Elkhart, Ind.; member of the Indiana State Medical 
Association; commissioned a captain in the medical corps, 
Army of the United States, on June 2, 1942 and assigned 
to Billings General Hospital, Fort Benjamin Harrison; in 
October 1942 began a twelve week course at the Univer- 
sity of Michigan to qualify as head of a hospital station 
laboratory, and in the spring of 1943 was assigned to the 
station hospital at Fort Custer, Mich.; later transferred 
to Fort Dix, New Jersey, where he was assigned to the 
15th General Hospital ; promoted to major on Nov. 1, 1943; 
killed in action in Belgium, Nov. 24, 1944, aged 40. 
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APPRAISAL OF NEW DRUGS 


To the Editor:—The communication of Chauncey D. Leake 
and his associates (THe JOURNAL, January 27, p. 244) discussing 
our recent article “The Laboratory and Clinical Appraisal of 
New Drugs” (Tue Journar, Dec. 9, 1944, p. 958) deserves 
comment, since there are some real differences of opinion 
regarding some of our proposals. Our paper was concerned 
not only with setting forth technics to be used in the investi- 
gation of new drugs but also with the establishment of criteria 
whereby laboratory and clinical data can be evaluated. We 
included suggestions regarding the type of study which in our 
opinion would be productive of useful information. As we indi- 
cated, however, these suggestions are by no means exhaustive. 

We pointed out, as has Professor Leake, that selection of 
suitable experimental animals is a very important consideration 
in the laboratory evaluation of new agents. Professor Leake 
has emphasized the importance of a study of the toxicity of the 
drug and we agree with this emphasis. We do believe how- 
ever that, in order to approach a study of toxicity effectively, 
a careful pharmacodynamic study of the drug is essential. 
Such a study, will provide information regarding probable, and 
often otherwise unsuspected, sites of potentially harmful action. 

We are very much concerned with Professor Leake’s charac- 
terization of long term chronic toxicity studies as “pointless.” 
In opposition to this point of view may we cite the experience 
ot the Division of Pharmacology of the Food and Drug Admin- 
istration, where during the past four or five years long term 
chronic toxicity studies have been conducted on about thirty-five 
chemical agents. In approximately 20 per cent additional defi- 
nite pathologic changes occurred after the six to nine month 
period mentioned by Professor Leake and his associates. In 
all but one instance these late changes involved neoplastic 
growth. We are therefore very strongly of the opinion that 
the toxicity of a chemical agent has not been fully appraised 
until long term studies of this nature have been made. 

As Professor Leake has pointed out, chronic toxicity studies 
may not be necessary for agents which are not used frequently 
or continuously. Obvieusly it is “pointless” to do a long term 
chronic toxicity study on a diagnostic agent which may be used 
only once in a person's lifetime. 

We should like to insert a note of caution regarding the 
recommendation to let the knowledge of the toxicity and actions 
of a group of chemical agents influence the decision as to the 
extent of work necessary to appraise adequately another closely 
related agent. The pharmacologic properties of drugs cannot be 
predicted reliably on the basis of a chemical similarity to other 
well known drugs. Even optical isomers show tremendous dii- 
ferences in pharmacologic activity, e. g., d- and 1-epinephrine 
and d- and l-amphetamine. Certainly the pharmacologic differ- 
ences between these four closely related compounds cannot be 
predicted on the basis of chemical differences alone. True, a 
knowledge of chemical differences and similarities is valuable as 
a guide, but there are so many exceptions to the so-called rela- 
tionship between chemical structure and pharmacologic activity 
that reliance on that relationship as a short cut to adequate 
investigation is extremely risky. 

Finally, we seriously doubt that the application of the criteria 
set forth in our paper will delay the use of worthwhile thera- 
peutic agents. In fact, it is our belief that ill conceived and 
poorly executed investigations have contributed materially to 
delays in the proper and widespread use of therapeutically 
desirable agents, Watton Van WINKLE Jr., M.D. 

Rosert P. Herwickx, Pu.D., M.D. 

Hersert O, Carvery, Pu.D, 
Washington, D. C. 

Austin Situ, M.D., Chicago. 
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CHILDREN’S BUREAU STATEMENT ON 
CRIPPLED CHILDREN PROGRAM 


To the Editor:—In the Dec. 30, 1944 issue of THe JourNat, 
page 1154, there is an editorial comment on the recent regu- 
lation by the Secretary of Labor relating to provision of 
diagnostic services under state plans for services for crippled 
children. In view of the fact that the next to the last sentence 
misinterprets the regulation and implies that the regulation 
applies to therapeutic as well as to diagnostic services, I would 
like to request that the following statement issued by the chief 
of the Children’s Bureau on Dec. 26, 1944 to the executive 
officers of state crippled children’s agencies be made available 
to the readers of Tur JourNAL together with this letter. The 
statement is as follows: 


MEMORANDUM 
Dec. 26, 1944. 
To: Executive officers of state crippled children’s agencies. 
From: Katharine Chief, Children’s Bureau, U. S. Depart- 


ment of Labo 
Subject: Issuance of venciatildl promulgated by Secretary of Labor per- 
— to eligibility requirements for diagnostic services under 
ate plans for crippled children, 

Attached is a copy of an amendment to the regulations relating to 
services for crippled children promulgated by the Secretary of Labor and 
published in the Federal Register Nov. 21, 1944. This regulation pro- 
vides that under approved state crippled children’s programs diagnostic 
services must be available to children who apply for services without 
restrictions as to race, color, creed, economic status, legal residence, age 
(within the legal scope of the program), the necessity of referral by any 
person other than the child’s parents or legal guardian, or similar restric- 
tions inconsistent with the free availability of such services. Your attention 
is called to the fact that the provisions of the amendment become effective 
July 1, 1945 and relate only to diagnostic services for crippled children. 

In 1938 the Children’s Bureau Advisory Committee on Services for 
Crippled Children made among others the following recommendations: 

(1) “that the state agencies make such provisions for diagnostic ser- 
vices as will permit the decision concerning eligibility for treatment to 
be based on the estimated cost of medical care in relation to social and 
economic resources.” 

(2) “that state agencies assume final responsibility for determination of 
eligibility and seek to eliminate court commitment procedures.” 

The committee recognized, therefore, that, in order for a state agency 
to reach an intelligent decision as to the need of a crippled child for 
care and treatment, it was essential that diagnostic services be provided 
so that the nature of the crippling condition, the type and amount of 
medical and surgical care indicated and the estimated cost of providing 
the necessary care may be known and that this information may be con- 
sidered in relation to the social and economic resources of the family 
as a basis for determining the child’s need for treatment services under 
the state program. Also the responsibility for such determination is to 
rest with the agency that administers the state program and not with 
any other agency, organization or individual. 

During the period of initial development of the state services for 
crippled children many state agencies included in their state plans pro- 
visions for certain eligibility requirements for the admission of children 
to diagnostic clinics, In general, these requirements pertained to age, 
residence and economic status and to referral of the child by a physician. 

Since 1938 the Children’s Bureau has sought to carry oft the recom- 
mendations of its advisory committee and the great majority of state 
agencies have adopted the recommendations with the result that the deter. 
mination of eligibility for care and treatment is being made after appro- 
priate medical diagnosis and after necessary social data have been obtained. 
The wisdom of following such a policy is more apparent at the present 
time than ever before in view of the widespread movement of families 
across state lines, the frequent lack of regular employment of the ser- 
vices of a “family” physician, and in some areas the unavailability of 
such services. 

In a few states, however, there are still some requirements that a child 
must meet before his need for treatment services can determined. 
A few state agencies, for example, make a preliminary investigation of 
the financial situation of the family and may declare a child ineligible 
for care before the medical condition is actually known. This appears 
to be an unsound procedure, since the diagnosis and approximate cost of 
treatment must be known in order to decide whether or not the family 
can meet these costs unaided. The requirement that a child must have 
lived in the given state or a given county for a period of months or 
years before he can receive diagnostic services is a restriction imposed 
by very few states; it is apparent that such a restriction may be extremely 
harmful to the crippled child by delaying necessary treatment, In a few 
states the state agency has set up a requirement that a child can be seen 
in a state crippled children’s diagnostic clinic only if the child has been 
referred to the clinic by a physician, When, as a result of such a require- 
ment, a child is barred from receiving an examination to determine his 
need for care, either because of the unavailability of a physician to make 
the referral, the reluctance on the part of the parent to request a written 
referral or for other similar reasons, it becomes apparent that such a 
requirement may become an obstacle to the child’s receiving the care 


and treatment he needs. The primary intent and purpose of the provisions 
under title V, part 2, of the Social Security Act is to locate crippled 
children and to assure to all crippled children found to be in need of 
care the services necessary to bring about the greatest degree ef physical 
restoration and social adjustment that can be attained. 
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The policy set forth in the secretary’s regulation does not represent 
any departure from policies usually followed in comparable public pro- 
grams of medical care. In many states, for example, services and facilities 
for the diagnosis of tuberculosis are available to any one who applies for 
such service. Similarly, medical diagnosis is made freely available to 
any one who applies for services under state vocational rehabilitation 
programs. The Rules and Regulations Governing Allotments and Pay- 
ments to the States of Venereal Disease Funds provide that “all health 
departments or clinics receiving funds shall provide facilities for (1) 
diagnosis and emergency treatment of all patients who apply; (2) con- 
tinued treatment, consultative advice or opinion for all patients referred 
by private physicians; and (3) continued treatment for all patients 
unable to afford private medical care.” 

It is, therefore, sound public policy that diagnostic services be freely 


available to any child who applies for services under the state crippled 


children’s program in order that the responsible public agency may deter- 
mine the need for and extent of care required if the child is to have 
the best possible physical restoration, emotional and social adjustment, 
and educational and work opportunities. 


The regulation of the Secretary of Labor to which the fore- 

going statement refers is as follows: 
Nov. 25, 1944. 
tC. S. DEPARTMENT OF LABOR 
OFFICE OF THE SECRETARY 
Washington, D. C. 
Title 42—Public Health 
CHAPTER II—U. S. CHILDREN’S BUREAU 
Part 202—Services for Crippled Children 

Pursuant to the authority granted by section 1102, 49 Stat. 647, 42 
U. S. C. 1302; section 513, 49 Stat. 632, as amended by section 506, 
53 Stat. 1381, 42 U. S. C. 713, the following amendment to section 
202.4 of the regulations (42 C. F. R. part 202) relating to services for 
crippled children is herewith issued; 

Section 202.4 is amended by inserting, after the second sentence thereof, 
the following provisions: “Effective July 1, 1945, it shall be a condition 
of approval of a plan that it provide that diagnostic services will be 
made available thereunder to crippled children without restrictions as to 
race, color, creed, economic status, legal residence, age (except as to per- 
sons above the maximum age for which such services are legally available 
within the state), the necessity of referral by any person other than the 
child’s parents or legal guardian, or similar restrictions inconsistent with 
the free availability of such services.” (Sec. 1102, 49 Stat. 647, 42 U.S. C. 
1302; Sec. 513, 49 Stat. 632, as amended by Sec. 506, 53 Stat. 1381, 
42 U. S. C. 713.) 


Nov. 17, 1944. 
Approval recommended. 


Frances PERKINS, 
Secretary. 


KatTHARIne F. Lenroort, 
Chief of the Children’s Bureau. 


I hereby certify that this is a true copy of the original. 
Perer Seitz, 
Principal Attorney. 
Marrua M. Exrsot, M.D., Washington, D. C. 
Associate Chief, Children’s Bureau, 
U. S. Department of Labor. 


(seal) 


NEUROMUSCULAR EXHAUSTION 
SYNDROME 


To the Editor:—I was greatly interested in the paper “A 
Subacute Generalized Neuromuscular Exhaustion Syndrome” 
by J. M. Nielson, in THe JourNat, Nov. 25, 1944, page 801. 
A possible etiologic explanation for this “syndrome” is that 
it represents acute beriberi (i. e., acute polyneuritis). It could 
be explained on the basis of exhaustion of vitamin B by the 
heightened metabolism of excessive physical exertion in the 
face of a relatively inadequate supply of that vitamin. 

As pointed out by G. R. Cowgill (The Vitamin B Require- 
ment of Man, New Haven, Conn., Yale University Press, 1934) 
any process increasing the total metabolism will increase the 
requirement for vitamin B. 

I reported (case 7 in Vitamin B Deficiency in Private Prac- 
tice, New England J. Med, 231:174 [Aug. 3] 1944) a slightly 
similar though very much milder case of peripheral neuritis of 
the nerves of the arms and hands of a former shipyard worker 
who did heavy manual labor from sixteen to seventeen hours 
a day. 

The importance of recognizing the nature of the underlying 
process as essentially a simple vitamin B deficiency lies, of 
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course, in the obvious therapeutic implications. Untreated 
peripheral neuritides, even those proved to be due to deficiency 
of vitamin B, eventually become refractory to all therapy. Time 


is of the greatest importance. Early neuritis of this type 
responds dramatically to appropriate therapy. 


Duptey Merritt, M.D., Cambridge, Mass. 


TRANSITORY PULMONARY INFILTRATIONS 

To the Editor:—The editorial “Transitory Pulmonary Infil- 
trations Associated With Eosinophilia—Loeffler’s Syndrome,” 
which appeared in THe Journat, Nov. 25, 1944, was a most 
interesting summary of a condition that seems to have suffered 
unmerited neglect. In discussing the possible etiologic role 
played by parasites, reference was made in the editorial only to 
Ascaris lumbricoides, Fasciola hepatica and Endameba_histo- 
lytica. Transient pulmonary infiltrations are known to occur 
in patients infected with Necator americanus and, possibly even 
more commonly, in patients infected with Strongyloides ster- 
coralis. 

Pulmonary changes associated with strongyloidiasis are well 
appreciated in animals (Blacklock, B., and Adler, S.: The 
Pathological Effects Produced by Strongyloides in a Chim- 
panzee, Ann. Trop. Med. 16:283 [Oct.] 1922. Faust, E. C.: 
Experimental Studies on Human and Primate Species of 
Strongyloides: IV. The Pathology of Strongyloides Infection, 
Arch. Path, 19:769 [June] 1935. Lecarpentier-Dubosg, M.: 
La strongylose broncho-pulmonaire des bovidés: Traitment et 
prephylaxie, Ecole nat. vet. d’Alfort, Paris, 1928. Smith, R. P.: 
Pulmonary Strongylosis in Sheep, Vet. J., London 83:294, 
1927). Gage (A Case of Strongyloides Intestinalis with 
Larvae in the Sputum, Arch. Int. Med. 7:561 [April] 1911) 
reported a case in which there were signs of diffuse bronchitis 
and lobar pneumonia and, in the sputum, Strongyloides larvae. 
The process in the lungs cleared rapidly, although the larvae 
persisted in the sputum for two months. At postmortem exami- 
nation the diagnosis of Strongyloides pneumonitis was confirmed. 
De Langen (cited by Strong, R. P., in Stitt’s Diagnosis, Pre- 
vention and Treatment of Tropical Diseases, ed. 6, Philadelphia, 
Blakiston Company, 1942, vol. 2, p. 1284) described 2 cases of 
strongyloidiasis in which larvae were recovered from the sputum. 
In material regarded as sputum mixed with vomitus obtained 
from a patient whose feces showed large numbers of rhabditi- 
form larvae, Shimura and Ogawa (On Filariform Larvae Found 
in Vomit of a Patient Infested with Strongyloides, Tokyo M. 
News, 1920, number 2197, p. 1829) found filariform larvae 
and at autopsy were able to trace the course of migration of 
the larvae from the intestine to the lungs. Nolasco and Africa 
(Fatal Case of Paralytic Ileus Associated with Severe Strongy- 
loides Infestation Suggesting Internal Autoinfection, J. Philip- 
pine Islands M, A, 16:275 [May] 1936) and Torres and 
De Azevedo (Lesions Produced in Man by Strongyloides, Livro 
Jubilar de Prof. L. Travassos, Rio de Janeiro, 1938, p. 475) 
demonstrated Strongyloides larvae in the lungs in human beings 
at autopsy. Froes (Larves de strongyloides dans un épanche- 
ment séro-hémorrhagique de la plévre, Ann. de parasitol. 8:171 
[March 1] 1930) reported a case of pleural effusion in which 
rhabditiform larvae were discovered before death. Yoshino 
(Clinical Observations on 25 Cases of Strongyloides Stercoralis 
in the Yaeyana Archipelago, J. M. A. Formosa 31:99, 1932) 
described 25 cases of strongyloidiasis, in 14 of which bronchitis 
was present. Larvae were found in the sputum of 3 of the latter. ~ 
Faust (Experimental Studies on Human and Primate Species 
of Strongyloides: IV. The Pathology of Strongyloides Infec- 
tion, Arch. Path, 19:769 [June] 1935) described the case of a ° 
volunteer who was inoculated percutaneously with a chimpanzee 
strain of strongyloides and who showed both subjective and 
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objective evidence of slight pulmonary involvement from the 
fourth to the eighth day after inoculation. 

It would appear that the transient pulmonary infiltrations 
which occur in some patients with helminthiasis and eosinophilia, 
especially in those infected with Strongyloides stercoralis, may 
represent invasion of the lungs by the larvae themselves. At 
any rate, careful and thorough study of the sputum and the 
stools for ova and parasites is warranted in every case in-which 
transitory pulmonary infiltrations appear associated with cosino- 


philia. J. Eowarp Berk, Captain, M. C., A. U. S. 
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Malpractice: Explosion of Bulb in Infra-Red Lamp. 
—The patient suffered from arthritis and neuritis and at inter- 
vals for about four years submitted to infra-red treatments 
administered by the defendant chiropractor in his office. Dec. 6, 
1940 she lay on a table unattended in a room with her back 
exposed to an infra-red deep therapy lamp, about 30 inches 
distant, having an unscreened 1,000 watt bulb. After she had 
been in this position for about fifteen minutes the bulb exploded 
without warning and hot glass fell on her back, causing severe 
burns. She and her husband instituted an action for malpractice 
against the chiropractor. At the conclusion of the evidence of 
the plaintiff at the trial the court granted a motion for nonsuit 
on the ground that the evidence had failed to prove negligence 
on the part of the chiropractor. On appeal, the district court 
of appeals, fourth district, California, affirmed the action of the 
trial court. Crowe v. McBride, 149 P. (2d) 69; J. A. M. A. 
125:868 (July 22) 1944. The plaintiffs then appealed to the 
Supreme Court of California. 

In considering the propriety of the nonsuit entered by the 
trial court, said the Supreme Court, we must accept the evi- 
dence that is most favorable to the plaintiffs and disregard that 
which is unfavorable. At the trial the plaintiffs called as a 
witness the chiropractor, who stated that he had made no 
inspection of the bulb that exploded and could make none other 
than turning it on to see if it was working; that he did not 
know what caused the bulb to explode; that he had never heard 
of one exploding before; that he had used the bulb in question 
for approximately two years before the accident; that he had a 
number of the same type which he used as frequently as ten 
times a day each; that some operated as long as five years 
before burning out; that there are about 200 lamps of this type 
in use in his locality; that the bulb in question was a standard 
one in general use, and that no manufacturer, so far as he 
knew, had ever theretofore recommended the screening of such 
lamps as a precautionary measure. The defendant's evidence, 
the Supreme Court emphasized, while indicating that the lamp 
to which the patient was exposed had no screen on it, was to 
the effect that the chiropractor did have screens on the other 
lamps in use in his office. The plaintiffs contended that the 
trial court could have reasonably concluded from the evidence 
that the chiropractor’s failure to use a screen or other protec- 
tive device constituted negligence. In answer to this the chiro- 
practor argued that there was no evidence produced at the trial 
that he could have used a screen without interfering with the 
therapeutic efficiency of the lamp or that such a screen would 
have prevented injury to the patient. The court, however, con- 
cluded that an effective answer to the defendant's points was 
the fact that after the injury to the patient he used screens as 
a protective measure on all lamps in his office. From this, said 
the Supreme Court, the trial court could reasonably have 
inferred that a screen would not have interfered with the thera- 
peutic efficiency of the lamp or that it would have afforded at 
least some protection in event of damage to the bulb. Further- 
more, the court thought it significant that in the brief filed by 
the defendant on appeal there was a concession that if a screen 
had been used the injuries to the patient night not have been 
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so serious, “since only the smaller particles of glass would drop 
through the screen.” The fact, remarked the court, that an 
available safety device could not entirely prevent an accident 
would not, of course, excuse the chiropractor from employing 
it to minimize injuries. 

The chiropractor contended that since there was no evidence 
of any other similar explosions having occurred or that any 
manufacturer of similar lamps has recommended screens as a 
precautionary measure he had no reason to anticipate such a 
fortuity as occurred or to take precautions to avoid it. We 
cannot hold as a matter of law, said the Supreme Court, that 
the chiropractor had no duty to take such precautions. We 
believe that the chiropractor’s use of the lamp without a screen 
presented a question to be determined by the trier of fact on 
the issue of negligence. Glass articles such as electric light 
bulbs are fragile and are frequently broken from many and 
varied causes. The 1,000 watt bulb used in this case was an 
exceptionally large one in comparison with an ordinary light 
bulb, and it was designed to generate heat. The likelihood of 
serious injury in the event of breaking, whatever the cause, was 
obvious and was much greater than could be expected from the 
breaking of an ordinary illuminating bulb. As has often been 
said, the care required must be in proportion to the danger to 
be avoided and the consequences that might reasonably be antici- 
pated. The trial court might reasonably have concluded that 
the chiropractor should have anticipated that the bulb might 
break or be broken and that he did not take the precautions 
reasonably to be expected to avoid or minimize injury. The 
fact that the bulb broke or exploded in an unusual manner and 
that the exact cause of its doing so was unknown may be con- 
sidered by the trier of fact, but it does not necessarily follow 
that the chiropractor is as a matter of law free from liability. 
As is said in Restatement, Torts, sec. 435: 

If the actor's conduct is a substantial factor in bringing about harm 
to another, the fact that the actor neither foresaw nor should have foreseen 


the extent of the harm or the manner in which it occurred does not prevent 
him from being liable. 


Furthermore, continued the court, accidents of this type are not 
entirely unknown, as at least two cases involving explosions 
of light bulbs have reached appellate courts. See Hughes v. 
Atlantic City & S. R. Co., 85 N. J. Law 212, 89 A. 769, L. R. A. 
1916A, 927; Russell y. St. Louis & S. F. R. Co., Mo. App., 
245 S. W. 500. 

The Supreme Court accordingly held that the evidence with 
respect to negligence adduced by the plaintiffs at the trial was 
sufficient to present a question for the trier of fact and that the 
nonsuit should not have been granted. The judgment of nonsuit 
was accordingly reversed.—Crowe v. McBride, 153 P. (2d) 727 
(Calif., 1944). 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1935 to date. Requests for issues of 
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Reprints as a rule are the property of authors and can be obtained for 
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Titles marked with an asterisk (*) are abstracted below. 


American Journal of Medical Sciences, Philadelphia 
208: 561-700 (Nov.) 1944 


*Thiouracil in Treatment of Thyrotoxicosis: Clinical Experience with 
37 Cases. E. Rose and Jeannette McConnel.—p. 

Use of Penicillin in Topical Application. L. H. Sophian, with tech- 
nical assistance of V. J. Connolly.—p. 577 

*Penicillin, with Special Reference to Its Use in Infections Complicating 
Diabetes. F Peck —p. 581 

"Treatment of Meningococcic Meningitis with Sulfamerazine. 
Oliver and D. G. Anderson.—p. 

“Mega” Syndromes: Common Relation of Various Manifestations to 
Autonomic Nervous System. A. O. Wilensky.—p. 602. 

Protein Content of Edema Fluid in Patients with agers Glomerulo- 


Cc. &. 


nephritis. J. V. Warren and E. A. Stead Jr.—p. 
Obesity as Clinical Problem, T. S. Danowski and A W. Winkler. 
—p. 622. 


Nutritional Improvement of I. N. Kugelmass, L. E. 


Poull and E. L. Samuel.—p. 
Salmonella Infection in Man: t of 5 Cases with Autopsies in 2 

Cases and Review of the Clinical hase: J. Sachs and W. Antine. 
RE slag Rats Fed Sulfaguanidine in Purified Diets: 

or “Folic Acid” Concentrate-Biotin Therapies. 

Axelrod and Milton D. Bosse.—p. 642. 

Thiouracil in Thyrotoxicosis.—Thirty of 37 thyrotoxic 
patients oberved by Rose and McConnell treated with thiouracil 
showed a favorable response, 4 a partial response and 2 no 
response. Three of the 6 patients showing an unsatisfactory 
response presented associated conditions which may have influ- 
enced their reactions. In 4 patients thiouracil was used during 
preparation for thyroidectomy. One of these died twenty hours 
after operation, but thiouracil was not regarded as a factor in his 
death. Necropsy in this case showed no lesions which could be 
associated with the use of the drug. The control of thyrotoxi- 
cosis with thiouracil in a 13 year old girl with diabetes mellitus 
was not followed by an increase in her carbohydrate tolerance 
or a decrease in insulin requirement. The microscopic appear- 
ance of the thyroid gland in patients prepared for thyroidectomy 
with thiouracil showed the hyperplasia and other changes previ- 
ously reported by others. Eight patients have remained in 
remission for periods varying from three weeks to seven months 
following the complete withdrawal of thiouracil; on minimal 
doses 3 patients have responded likewise. Thirteen patients 
relapsed when the drug was either reduced in dosage or with- 
drawn; all of these patients again responded to readministration 
of thiouracil. Measurements of the cardiac output by ballisto- 
cardiogram of 9 patients showed a general tendency toward 
reduction in output under thiouracil therapy which was roughly 
parallel with the decline in basal metabolism. No evidence of 
development of refractoriness to thiouracil was observed. 
Untoward reactions attributable to the drug occurred in 8 cases. 
The most important of these was neutropenia with pharyngitis 
and fever, noted in 2 cases. Reduction in the size of the thyroid 
gland was noted in 8 cases aiter prolonged treatment. Exoph- 
thalmos tended either to remain stationary or to increase 
slightly. The drug effectively controls most of the phenomena 
of thyrotoxicosis in the large majority of cases. Its use is 
justified in the protracted treatment of mild or moderately 
severe cases and in the preparation of selected patients for 
thyroidectomy. It may also prove of considerable value for 
patients regarded as unacceptable surgical risks. 

Penicillin in Infections Complicating Diabetes.—Peck 
reports 15 cases of diabetes which illustrate that penicillin is 
remarkably efficacious in the infectious type of gangrene, osteo- 


Effects of Liver 
ross, 


CURRENT MEDICAL LITERATURE 


‘every eight hours. 


myelitis of the bones of the feet and the huge sloughing car-~° 
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buncles. He never noted a deleterious effect on carbohydrate 
tolerance, nor has penicillin administration necessitated larger 
doses of insulin, The presence of infection notoriously increases 
the insulin requirement, but in none of the cases described was 
there any unusual difficulty. 

Sulfamerazine in Meningococcic Meningitis. — Oliver 
and Anderson report the results obtained with sulfamerazine in 
56 cases of meningococcic meningitis. All presented the typical 
clinical picture of meningitis, and in each case the diagnosis 
was confirmed by bacteriologic studies. The severity of the 
illness varied: 13 patients were regarded as mildly ill; in 24 the 
illness was of moderate severity; 19 were severely ill. The 
patients in the last group were either comatose or nearly so. 
A petechial rash was observed in 34 patients. The usual dosage 
of sulfamerazine employed in the adult group was an initial 
dose of 2 Gm. orally followed by a maintenance dose of 1 Gm. 
In children, dosage was calculated on a 
basis of 1 Gm. to 20 pounds (9 Kg.) of body weight per day. 
Comatose patients and those who were otherwise too ill or 
uncooperative to take medications by mouth were given the 
sodium salt of the drug intravenously. Treatment was continued 
until the patient had made a clinical recovery. The average 
duration of treatment was 8.4 days. As far as possible, daily 
determinations of the whole blood concentration of both the 
free and the total drug were made in all cases. Fluids were 
administered liberally. Ne deaths occurred. Complications of 
meningitis were observed in 8 cases. Except for 1 case of nerve 
deafness, the complications had cleared before discharge from 
the hospital. Except for 1 patient who experienced renal colic, 
no serious toxic reactions to sulfafmerazine were encountered. 
The authors conclude that sulfamerazine is an effective agent in 
the treatment of meningococcic meningitis. 


American J. Obstetrics and Gynecology, St. Louis 


48 :601-748 (Nov.) 1944. Partial Index 


Ovarian Fibromas and Theca Cell Tumors: Report of 78 Cases, with 
Special Reference to Production of Ascites and Hydrothorax (Meigs 


Syndrome). I. C. Rubin, J. Novak and J. J. Squire.—p. 601. 

Comparative Analysis of Drugs in Continuous Caudal Analgesia. G. S. 
McClellan and E, L. Williams.—p. 617. 

Placental Infarction as Diagnestic Criterion of Maternal Toxemia. J. H. 
Hill and W. K. Trimble.—p. 622 

Application of Braxton Hicks Version in Modern Obstetrics. D. E. 


Reid and M. E. Aaberg.—p. 630. 
Twin Pregnancies with 1 Twin Blighted: 2 Cases, with Comparative 
Study of Cases in Literature. J. E. Kindred.—p. 642. 
Conduct of Third Stage of Labor. C. T. O’Connor.—p. 683. 
Lymphogranuloma Venereum in Pregnancy. W. F. Finn.—p. 696. 
“Calcification in Cephalhematomata of Newborn Infant. J. E. Morgan. 
gone 3 of Epinephrine on Human Gravid Uterus. R. A. Woodbury 
E. Abreu.—p. 706 
Ectopic and Uterine Pregnancy. 


H. E. Lawrence, B. Maine 
and D. E. Elsemore.—p. 709. 


*Supracervical Pregnancy Following Supravaginal Mar- 
garet Stanley-Brown and Frances E. Shields.— 
Orthostatic Albuininuria Developing Late in pues: H. J. Simon. 


—p. 717 


Calcification of Cephalhematomas of Newborn Infants. 
—Cephalhematomas of the newborn infant are localized col- 
lections of blood beneath the periosteum of one of the bones of 
the cranial vault. They may be single or multiple. The entire 
periosteum covering the cranial bone is elevated. The swelling 
appears the first or second day after delivery and usually absorbs 
rapidly after the first week of life. Most of them are completely 
absorbed by the third week. The common plan of treatment 
is one of conservatism. An appreciable number calcify, forming 
a more or less permanent deforming lump on the child’s head. 
While this lump is of importance only from the cosmetic stand- 
point, it*causes the parents great concern. If absorption has 
not taken place by the end of the second week, the contents 
have usually liquefied and can be easily aspirated. If a fairly 
large bore needle is introduced beneath the elevated periosteum, 
from 10 to 40 ec. of thick bloody liquid can be withdrawn. The 
cyst then largely collapses; the small amount of remaining con- 
tents rapidly absorbs, and permanent deformity is prevented. If 
an aseptic technic is used, infection does not have to be feared. 
In the past five years Morgan has routinely aspirated those 
cephalhematomas which did not absorb rapidly and has had no 
complications, 
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Supracervical Pregnancy Following Supravaginal Hys- 
terectomy.—According to Stanley-Brown and Shields, supra- 
cervical pregnancy following hysterectomy is a rare occurrence. 
The authors found reports of 6 cases of pregnancies following 
hysterectomies, to which they add 1 of their own observation, 
They report the history of a woman who had given birth to 
2 children, 1 in 1934 and 1 in 1938. Later she developed men- 
strual disturbances, and in 1941 a fibroid was distinguished in 
the fundus. A hysterectomy was done in June 1943 because the 
fibroid had enlarged. The uterus was amputated at the utero- 
cervical junction without removing the tubes and ovaries. The 
cervical stump was closed with four interrupted chromic sutures. 
The ligated tubes and round ligaments were sutured to the 
posterior lip of the cervical stump, and the bladder peritoneum 
was brought over to cover the area. The patient made an 
uneventful recovery. Following this the patient was well and 
had fairly regular, scanty monthly bleeding. At a consultation 
in March she stated that she had missed one period, was nause- 
ated and had occasional lower abdominal pains. Examination 
in April showed a softer cervix and immediately above it a 
small, soft mass. The nausea increased and the picture dupli- 
cated that of her two previous pregnancies, An exploratory 
laparotomy was done. The bladder peritoneum was dissected 
free and laid back. Beneath the fold there appeared tissue which 
resembled placenta, and from this by blunt dissection a sac of 
fluid containing a 61% weeks embryo was shelled out intact. As 
much placental tissue as possible was removed, and the stump 
of the cervix was closed with chromic sutures. The patient 
made an uneventful recovery. 


American Journal of Ophthalmology, Cincinnati 
27: 1193-1338 (Nov.) 1944 


Deep Chamber Glaucoma Due to Formation of Cuticular Product in 

Filtration Angle. <A. B. Reese.——p. 1193. 

*Penicillin Therapy in Ocular Infections. J. G. Bellows.—p. 1205. 
Corneal Healing: Adhesive Power of Aqueous Fibrin in Rabbit: 
Preliminary Report. A. L. Brown and F, A. Nantz.—p. 1220. 
National Ophthalmologic Societies in United States. L..T. Post and 

H. C. Slaughter.—p. 1225. 

Tenotomy of Rectus Muscles in Glaucoma, 

Lambert.—p. 1228. 

Association Between Retinopathies and Encephalopathies in Common 

Cardiovasculorenal Affections, D. J, Lyle.—p. 2. 

Modification of Corneal Section in for Cataract: 

Externo Approach. J. H. Bailey.—p. 1253. 

New Goniotomy Lens. O. H. Ellis.-—p. 1258. 

Suppression versus Amblyopia. Marjorie V. Enos.—p. 1266. 

*Orthoptic Treatment of Phorias. M. F. McCaslin.—p. 1272. 

Noncomitant Hyperphorias Considered as Aberrations of Postural Tonus 
of Muscular Apparatus. A. Posner.—p. 1275. 

Morbidity of Trachoma. A. de R6tth.—p. 1279. 

Penicillin Therapy in Ocular Infections.—The concen- 
tration in the ocular tissues and fluids after administration of 
a large intravenous dose of penicillin is listed in decreasing 
order as follows: extraocular muscles, sclera, conjunctiva, blood, 
tears, chorioretinal layer, aqueous and vitreous humors and 
cornea. It has never been detected in the crystalline lens. Local 
application of penicillin leads to a high concentration of the drug 
in the tissues of the anterior segment of the globe. The follow- 
ing ointments in which the penetrability of penicillin was tested 
are listed in the order in which they are clinically recommended : 
simple ointment, oil-in-water emulsion and lubricating jelly. 
The “vanishing” stearate type of a base, in which penicillin 
seems to have the greatest power of corneal penetration, is not 
recommended because of its possible damage to the corneal 
epithelium. It may be used on the skin of the lids. For deep 
infections of the eye and retrobulbar tissues the parenteral route, 
although leaving much to be desired, is the only one available. 
Experimental studies demonstrated that a high concentration of 
penicillin can be achieved in the adnexa and tissues of the 
anterior segment, whereas the concentration within the posterior 
segment of the globe is, at the very best, minimal. As a corol- 
lary to this it might be expected that external ocular tissues, 
because of their accessibility, are readily cured by the use of 
this drug. whereas deep infections respond poorly or not at all. 
The correctness of this supposition is borne out by observations 
in 46 clinical cases reviewed by the author. He found that 
penicillin is effective in the clinical treatment of acute and 
chronic infections of the lids, conjunctiva and cornea produced 
by penicillin sensitive organisms. It was ineffective in 2 cases 
ot exudative choroiditis and in 1 case of gonorrheal iridocyelitis. 
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Orthoptic Treatment of Phorias.—McCaslin stresses that 
ophthalmologists must give serious consideration to the phorias, 
since the patients in this group of “ocular imbalances” suffer 
great discomiort. The aviation industry has recognized the 
problem for several years; now industry in general has become 
conscious of its presence. The work of Tiffin and Kuhn proves 
that the accident increase is associated with high esophorias for 
distance and high exophorias for near work. Industry also is 
cognizant of the fact that it is far more economical to treat these 
employees than to train them for other types of work. These 
patients must first be subjected to a careful physical examina- 
tion. Particular attention must be paid to the possible foci of 
infection, such as carious teeth, diseased tonsils and faulty habits 
of elimination; also the drinking habit. Following a thorough 
examination and refraction, a course of treatment is outlined to 
the orthoptist and the patient. Home treatment alone, even 
under the ophthalmologist’s supervision, is not advocated. Few, 
ii any, physicians have either the temperament or the time 
necessary to devote to the details of instruction and procedure 
that are required. The author has obtained excellent results 
working in conjunction with a well trained technician, 


m. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
52: 353-458 (Oct.) 1944 


Radium Metabolism in Rats, and Production of Osteogenic Sarcoma 
y Experimental Radium Poisoning. R. D. Evans, R. S. Harris 
and J. W. M. Bunker.—p. 353. 

*Intrathoracic Hodgkin's Disease. S. E. Wolpaw, C. S. Higley and H. 
lauser.—p. 374. 

*Roentgenologic and Pathologic Aspects of Calcification of the Choroid 
Plexus. E. H. Wood Jr.—p. 388. 


*Parasternal Diaphragmatic Hernia. M. Ritvo and O. S. Petersen. 


Bilateral. Congenital Fusion of Carpal Capitate and Hamate: Case. 
E. H. White.—p. 

Vertebral Anomaly: Probable Persistent Neurocentral Synchondrosis. 
H. C. March.—p. 408. 

Tracheocele. E. Addington, P. Rusk and W. Cohen.—p. 412. 

Radiotherapy in Duplay’s Disease. M. O. Roxo Nobre and R. R. 
De Araujo Cintra.—p. 415. 

asi Radium Implantation Method for Rodent Ulcer. 

423: 


A. A. Charteris, 


Hodgkin’s Disease.— Accordirig to Wolpaw 
and his associates, of 55 proved cases of Hodgkin's disease in 


which chest roentgenograms were made 35 showed intrathoracic 


involvement. The varied manifestations of intrathoracic Hodg- 
kin’s disease were correlated with the distribution of lymphoid 
tissue within the chest. Mediastinal, parenchymal, pleural, osse- 
ous and cardiac types were described and illustrated by 15 case 
reports. Just as roentgen rays have long proved of value in the 
treatment of Hodgkin's disease of peripheral involvement, radia- 
tion therapy has also been useful in the management of Hodg- 
kin’s lesions involving the thorax. The response of mediastinal 
tumors to small doses of radiation constitutes a differential diag- 
nostic test between the lymphoblastoma group and lesions of 
different nature. As experience demonstrated retrogressions of 
mediastinal nodes following roentgen therapy, attempts were 
made to produce similar results on Hodgkin's disease involving 
the thorax. While retrogressions cannot be obtained with the 
same regularity as in the treatment of peripheral lymph node 
involvement, symptoms have been relieved and the duration of 
life has been prolonged. General medical therapy in conjunction 
with radiotherapy is essential if the best results are to be 
obtained. Twenty-three of the 35 cases were treated with radia- 
tion. Seventeen cases considered adequately irradiated showed 
favorable response of varying degrees. Three patients with 
adequate and 2 patients with inadequate dosage showed no favor- 
able response, and in 1 case there was no record of the result 
of treatment. Because of the high incidence of involvement of 
the lymphatic chains of the mediastinum and abdomen found at 
necropsy, it has become routine in many clinics to irradiate these 
regions in all cases of Hodgkin's disease even though the lesions 
are not demonstrable by clinical or roentgenologic examinations, 

Calcification of Choroid Plexus.—W ood says that calci- 
fication occurs in the choroid plexuses probably for the most 
part through a process of proliferation of cells of the pia- 
arachnoid followed by the formation of a dense collagenous and 
fibrous reticular meshwork in which calcium salts become 
deposited. Calcification occurring in the glomera of the choroid 
plexuses in the lateral ventricles assumes various forms and is 
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frequently asymmetrical. Wood describes 2 cases in which 
roentgenographically demonstrable choroid plexus calcification 
occurred in unusual positions and at very early ages (children 
of 2% and 3 years). One case exhibiting punctate calcification 
in the region of the fourth ventricle is reported. Two cases are 
described in which a displaced calcified choroid glomus was the 
only evidence on the plain skull roentgenograms of an expand- 
ing intracranial lesion. The author also reports an unusual case 
of upward and backward displacement of the glomus of a choroid 
plexus by an aneurysm of the basilar artery. 

Parasternal Diaphragmatic Hernia.—Failure of fusion of 
the costal and lumbar portions of the diaphragm, Ritvo and 
Peterson say, results in a persistent pleuroperitoneal hiatus or 
foramen of Bochdalek. Lack of fusion of the sternal and costal 
portions forms the so-called foramen of Morgagni, with develop- 
ment of the parasternal diaphragmatic hernia. Comparatively 
few cases of the latter type of diaphragmatic hernia have been 
reported. Parasternal diaphragmatic hernias have frequently 
been misinterpreted as thoracic neoplasms. The authors have 
made the diagnosis in 6 cases, the majority of these having been 
first demonstrated by roentgenography of the chest and definitely 
confirmed by studies of the gastrointestinal tract. It is not 
universally agreed whether these hernias are congenital or 
acquired. There usually is a peritoneal covering, as proved both 
by necropsy and at operation, indicating that the peritoneum had 
been completely formed and had closed off the abdominal cavity 
from the pleural space before the hernia had developed. It is 
not possible to explain the occurrence of this lesion on the basis 
of faulty fusion or malformation of the various components of 
the diaphragm. The hernia can frequently be diagnosed by 
anteroposterior and lateral roentgenograms of the chest. The 
presence of gas filled loops of colon above the diaphragm in the 
right lower lung field is pathognomonic. The occurrence of a 
rounded mass in the anterior portion of the right lung field 
inferiorly and adjacent to the heart border requires that para- 
sternal hernia be considered the diagnosis until proved other- 
wise. The transverse colon and omentum are usually found in 
the hernia, although other portions of the intestine may also be 
present. There is narrowing of the loops of colon at the points 
where they pass through the diaphragm. Barium enema studies 
are more satisfactory than the opaque meal examination in the 
demonstration of the lesion. The treatment is conservative and 
expectant in most instances. 


Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
28 :661-816 (Nov.) 1944 


Local Chemical Prophylaxis of Experimental Syphilis with Phenyl 
Arsenoxides. agie, R. B. Hogan and R. Fleischman.—p. 661. 
Abdominal Aneurysms: Report of 96 Cases. V. Scoit.—p. 682. 
Combined Efforts in Venereal Disease Control by Naval and Civilian 
Health Authorities. FE. H. Harris and R. H. Abrahamson.—p. 711 
“Systemic Manifestations of Bismuth Toxicity: Observations on 4 
Patients with Preexistent Kidney Disease. A. Heyman.—p. 721. 
Syphilis Transmitted from Congenitally Syphilitic Child to his Own 
Father. H. Ingraham, M. D. Kingston and A. Hesse.—p. 733. 
Systemic Manifestations of Bismuth Toxicity.— Accord- 
ing to Heyman bismuth therapy is relatively safe. Its usual 
réactions are mild, consisting chiefly of pigmentation of the 
gums and buccal surfaces or, less frequently, an ulcerative 
stomatitis. The use of bismuth is not without danger; deaths 
have been observed following its injection. Excluding the acci- 
dental intravenous deposition of the drug, most of these fatalities 
are caused by the toxic effects of the drug on the liver or 
kidney. Jaundice or nephritis is noted in these cases and there 
is frequently an associated stomatitis, colitis or hemorrhagic 
diathesis. Although such serious systemic reactions are uncom- 
mon, 4 cases with severe visceral manifestations of bismuth 
poisoning have been seen at Grady Hospital within the past few 
years. With the kidney serving as both the chief reservoir and 
route of excretion of the metal, this organ is most likely to be 
affected in cases of bismuth poisoning; and renal damage has 
been an almost constant finding in animal experiments. Pres- 
ence of preexistent renal damage may increase the likelihood 
of developing toxic reactions. This association has been noted 
by many observers and seems to have occurred in the patients 
whose histories are reported, each of them having had hyper- 
tension with evidence of renal disease prior to bismuth therapy. 
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Two of the 4 described cases had a fatal outcome. The author 
directs attention to the occurrence of bismuth melanosis and 
cervicovaginitis in 2 cases and reviews the literature on this 
condition. He discusses the role of bismuth in the production 
of renal insufficiency and the similarity of the renal lesions to 
those produced by animal experimentation. The relation of 
previous renal damage to bismuth toxicity is emphasized, and 
caution is advised in the treatment of such patients with bismuth. 


Annals of Internal Medicine, Lancaster, Pa. 
21:747-936 (Nov.) 1944 


*Differential Diagnosis of Terminal Glomerulonephritis and Malignant 
Hypertension: I. Renal Aspects. A. C. Corcoran and I. H. Page. 
—p. 747. 

*Differential Diagnosis of Terminal Glomerulonephritis and Malignant 
Hypertension: If. Cardiac Aspects. C. Taylor, K. G. Kohl- 
staedt, A. B. Richter and I. H. Page.—p. 765. 

*Rupture of Heart in Myocardial Infarction. Experience in Large 
General Hospital. S. Friedman and Paul D. White.—-p. 778. 

Rupture of Heart in Patients in Mental Institutions. W. W. Jetter 
and P. D. White.—p. 783. 

Kerosene Intoxication. W. B. Deichmann, K. V. Kitzmiller, S. 
erup and R. Johansmann.—p. 803. 

Syndrome of Auriculoventricular Accessory Pathway. G. Kaplan and 
T. D. Cohn.—p. 824. 

Syndrome of Paroxysmal Tachycardia with Short PR Interval and 
Prolonged ORS Complex, with Report of 2 Cases. J. R. Pearson and 
A. W. Wallace.—p. 830. 

Choline as an Adjuvant to Dietary Therapy of Cirrhosis of Liver. 
A. H. Russakoff and H. Blumberg.—p. 

Primary and Secondary Myelofibrosis: Clinical f° Pathologic Study 
of 13 Cases of Fibrosis of Bone Marrow. L. A. Erf and P. A. 
Herbut.—p. 863. 

Renal Aspects in Differentiation of Terminal Glo- 
merulonephritis and Malignant Hypertension.—Differen- 
tial diagnosis in patients showing severe renal damage from 
chronic glomerulonephritis on the one hand and malignant 
hypertension on the other has always been difficuit, because at 
this stage the two conditions have in common the clinical pat- 
tern of hypertension, loss of weight, anemia, so-called albumi- 
nuric retimtis, depressed renal function, azotemia, proteinuria 
and increased organized urinary sediment. Corcoran and Page 
selected for study two groups of patients who had in common 
the evidences of disease noted and who had not, at the time of 
first observation, progressed to uremia with its coma, acidosis 
and jactitation. They direct attention to diagnostic criteria 
derived from studies of renal function. They investigated the 
concentrating power of the kidneys, the urinary sediment, arte- 
rial pressure, hematocrit index and serum protein content. The 
studies were done on 10 patients from each group, selected 
because they presented the lowest levels of renal function 
observed in each series in the absence of the clinical syndrome 
of uremia. Terminal glomerulonephritis is distinguished by a 
low rate of glomerular filtration, of tubular secretory capacity 
and usually a higher rate of proteinuria than appears in malig- 
nant hypertension with renal failure. In spite of the lower level 
of renal excretory function in terminal glomerulonephritis, such 
patients survive more than four times as long as do patients 
with malignant hypertension in renal failure. The changes of 
renal function usually demonstrable in terminal nephritis are in 
accord with the structural changes in the kidneys in that they 
indicate glomerular and capillary lesions associated with great 
parenchymal destruction and fibrous replacement and suggest 
the frequent occurrence of large inequalities of function in the 
remaining nephrons. In malignant hypertension with renal fail- 
ure intraglomerular hydrostatic pressure seems often increased 
and the. flow of blood through the residue of intact tubular 
tissue is diminished, the latter presumably as the result of 
arteriolar constriction and (afferent) arteriolar sclerosis. In 
some of these patients, in spite of greatly increased arterial 
pressure and presumptive constriction of glomerular efferent 
arterioles, intraglomerular hydrostatic pressure seeins not to be 
increased, or it is even low._ This testifies to the severity of 
afferent arteriolar sclerosis or constriction in these patients. 
The conclusion is drawn that in these, as in patients with 
terminal glomerulonephritis, the implications of functional study 
agree with the structural changes caused by the disease. Evi- 
dence suggests that the hypoproteinemia of Bright's disease, 
whether it occurs during chronic glomerulonephritis or in malig- 
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nant hypertension with renal failure, apparently serves as a 
means of maintaining glomerular filtration when, in the absence 
of hypoproteinemia, the proportion of water filtered through the 
glomeruli would be grossly deficient or nil. 

Cardiac Aspects in Differentiation of Terminal Glo- 
merulonephritis and Malignant Hypertension.—In the 
comparison of the cardiac status of 10 patients with malignant 
hypertension in whom uremia was imminent with that of 10 
patients with clinically similar chronic glomerulonephritis, 
Taylor and his associates found that 5 of the 10 patients with 
malignant hypertension developed clinical signs of heart failure 
in an average disease duration of five years, whereas only 
1 patient with nephritis developed congestive failure in a group 
average of eleven years. In these two periods the same degree 
of cardiac enlargement developed in the two groups. In malig- 
nant hypertension the enlargement was primarily left ventricu- 
lar and the aortas were long and tortuous. In nephritis the 
enlargement was globular and suggested dilatation. Electro- 
cardiographic evidence of hypertensive heart disease is usual in 
malignant hypertension and rare in chronic nephritis. All of 
the patients with malignant hypertension had bizarre ballisto- 
cardiograms. This abnormality occurred in only 1 nephritic 
patient, in whom it was associated with heart failure. The 
blood pressure of malignant hypertension is usually higher, 
cardiac output is lower and peripheral resistance is greater, 
indicating more severe peripheral vasoconstriction or sclerosis or 
both as compared with chronic glomerulonephritis. The dif- 
ferential diagnosis between terminal malignant hypertension and 
terminal glomerulonephritis can be made by detailed study of 
the heart and circulation. Evidences of advanced heart disease 
are usual in malignant hypertension, whereas they are often 
indistinct or absent in nephritis. 

Rupture of Heart in Myocardial Infarction.—Friedman 
and White attempted to determine the frequency and circum- 
stances of rupture of the heart in a large general hospital. They 
found that cardiac rupture occurred in 10 cases, or 3.7 per cent, 
of a series of 270 instances of myocardial infarction found 
among nearly 3,000 necropsies at the Massachusetts General 
Hospital from 1933 through 1940. The 10 cases of cardiac 
rupture were found among the 105 patients with acute myo- 


cardial infarction (9.5 per cent) and none among the 165 cases 


of old infarction. The average age of the 10 patients was 
65.7 years and the sex incidence was 7 males and 3 females. 
Death always ensued quite rapidly after the rupture, as evi- 
denced by the state of the blood in the pericardial sac and the 
condition of the lacerated tissue. All 10 deaths occurred in less 
than two weeks alter the clinical onset of acute myocardial 
infarction, most of them within a period of two to ten days after 
the illness began. In 8 of the 10 cases the descending branch 
of the left coronary artery and the anterior wall of the left 
ventricle were involved. In 1 case the circumflex branch of the 
left coronary was thrombosed and in the remaining case the 
circumflex branch of the right coronary. 


Archives of Internal Medicine, Chicago 
74:311-412 (Nov.) 1944 


*Diagnosis and Treatment of Chronic Coccidioidomycosis. E. J. Denen- 
holz and G. Cheney.—p. 311. 

Nature and Time Action of Modifications of Protamine Zine Insulin. 
A. R. Colwell.—-p. 331. 

Effect of Sulfonamide Compounds on Transient Bacteremia Following 
Extraction of Teeth: I. Sulfanilamide. R. S. Pressman and I. B. 
Bender.—p. 346. 

*Intercapillary Glomerulosclerosis. T. C. Laipply, 0. Eitzen and F. R. 

ra.—p. 4. 

Meningococcic Meningitis in Santiago, Chile, 1941 to 1943: An Epi- 
demic of 4,464 Cases. A. Horwitz and J. Perroni.—p. 365. 

Incidence of Fatty Liver in Tuberculosis, with Special Reference to 
Tuberculous Enteritis. J. M. Jones and W. M. Peck.—p. 37 

Recent Advances in Physiology of the Thyroid and Their Clinical Appli- 
cation. S. Soskin and R, Levine.—p. 375. 

Adrenal Amyloidosis. Marguerite G. Stemmerman and O. Auerbach. 

384, 


Syphilis: Review of Recent Literature. C. F. Mohr, V. <cott, R.°D. 

Hahn, E. G. Clark and J. E. Moore.—p. 390. 

Chronic Coccidioidomycosis.— Denenholz and Cheney 
show that, with military movement, soldiers trained in aveas in 
which coccidioidomycosis is endemic may exhibit the manifes- 
tations of chronic coccidioidal infection in localities far removed 
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from the site in which the infection was originally acquired and 
in regions where this diagnosis is rarely considered. It is 
therefore highly important that medical officers be familiar with 
the chronic or residual manifestations of this disease. The 
authors have been particularly interested in the chronic phase 
of primary coccidioidomycosis and in disseminated coccidioidal 
infection, as the patients they observed have come under their 
care weeks to months after the illness first manifested itself. 
This report is based on observation of 14 patients proved to 
have clinical coccidioidomycosis and of 30 patients for whom the 
diagnosis was proposed but not confirmed. Of the 14 patients 
for whom the diagnosis was proved, 10 had primary benign 
and 4 had progressive disseminated coccidioidomycosis. Clinical 
study revealed the value and the limitations of the recognized 
diagnostic procedures, including investigation of the patient's 
history, physical examination, cutaneous and serologic tests with 
coccidioidin, culture and animal inoculation rate and roentgen 
examination. The case reports herein cited illustrate the com- 
mon diagnostic errors and pitfalls that may be encountered in 
the clinical study of patients suspected of having coccidioidal 
infection. The authors found that medicinal treatment usually 
has little effect on this disease and that the primary considera- 
tion of therapy is rest in bed to aid focalization of the infection. 
Immobilization of the lung by a lead shot bag on the chest, 
which was used on some patients in this series, is a procedure 
not previously utilized and appeared to be of some benefit in 
helping to close the thin walled cavities caused by the cocci- 
dioidal infection. Acridine dyes (acriflavine hydrochloride and 
quinacrine hydrochloride) were tried but proved of no value. 
From a military standpoint, even though these patients with 
chronic coccidioidal infection may require long periods of hos- 
pitalization, they may often be returned to useful military 
service. 


Intercapillary Glomerulosclerosis. — The association of 
intercapillary glomerulosclerosis with a distinct clinical syn- 
drome was first pointed out by Kimmelstiel and Wilson in 
1636. The characteristic symptom complex consisted of a his- 
tory of diabetes mellitus, widespread edema of renal origin and 
pronounced albuminuria. Frequently hypertension and _ renal 
insufficiency were also present. The renal lesion was charac- 
terized by focal hyalinization of the intercapillary connective 
tissue and was named intercapillary glomerulosclerosis. Laipply 
and his associates aimed to determine the incidence of inter- 
capillary glomerulosclerosis and to correlate its occurrence and 
development with distinctive clinical manifestations. For this 
purpose the clinical records, necropsy protocols and microscopic 
sections of 332 patients were examined. They arrived at the 
following conclusions: 1. At necropsy intercapillary glomerulo- 
sclerosis is a common lesion in diabetic persons and an uncom- 
mon one in nondiabetic persons. 2. It is more specific than 
hyalinization of the pancreatic islets as an indication of diabetes 
mellitus. 3. Because of its high incidence and clearcut character, 
it is at present the most reliable criterion available for the post- 
mortem diagnosis of diabetes mellitus. 4. There is no demon- 
strable relation between the degree of its development and the 
duration or degree of the diabetes. 5. It is not necessarily 
associated with hypertension, albuminuria, renal arterial and 
arteriolar sclerosis, uremia or the nephrotic syndrome. 6. The 
nephrotic syndrome is not a common accompaniment. It 
occurred in only 6.3 per cent of the diabetic patients with inter- 
capillary glomerulosclerosis. 


Archives of Otolaryngology, Chicago 
40 : 333-432 (Nov.) 1944 
Fractures of Temporal Bone. G, Kelemen.—p. 333. 
Traumatic Deafness in Combat Fliers. E. V. Ul!lmann.—p. 374. 
Complications of Otitis Media and Their Treatment. E. E. Koebbe and 
J. J. Potter.—p. 382. 
Lymphangitis of Retropharyngeal Lymphatic System. J. M. Robison. 
385. 
Malignant Tumors of Nasal Cavity: Report of 8 Cases in Which a 
Was Employed. F. Z. Havens and W. C. 
Thornel!.—p. 396. 
Use of Radon = unin Otitis Media Due to Hyperplasia of Lymphoid 
Tissue and Barotrauma (Aero-Otitis). E. P. Fowler.—p. 402. 
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Journal of Aviation Medicine, St. Paul 
15: 297-352 (Oct.) 1944 


Physiologic Investigation of Events Occurring when snnneing from 
Oxygen to Air at 35,000 Feet. A. Hemingway.—p. 

Cardiovascular “Blackout” Test. H. S. Mayerson.—p. 

*Decompression Sickness: Nature and Incidence of Symptoms During 
and After Artificial Decompression to 38,000 Feet for Ninety 
Minutes with Exercise During Exposure. E. V. Bridge, 
Henry, S. F. Cook, O. L. Williams, W. R. Lyons and J. 
rence.—p. 3 

Depth Perception as Aid in Selection of Fighter Pilots. 
—p. 328 

Myringopuncture for Reduced Intratympanic Pressure: 
Pressure Chamber Experiments. N. Canfield and G. 


J. W. Millis. 


Report of 
H. Bateman. 


. 340. 
Terror of the Heights. R. W. Perry.—p. 344. 


Decompression Sickness.—According to Bridge and his 
associates decompression sickness, or aeroembolism, is an acute 
disease with many manifestations produced by exposure to 
reduced atmospheric pressure. They analyze 167 man runs 
made by the 80 subjects doing 10 set ups every five minutes 
for ninety minutes in a decompression chamber at a simulated 
altitude of 38,000 feet. Eighty-five man runs (50.9 per cent) 
terminated prematurely in forced descent. The major cause 
Was joint pain; of less importance were chokes, abdominal gas 
pain and hyperventilation. The remaining 9.5 per cent of 
descents were due to muscle pains, syncopal reactions and the 
like. Joint pains, with or without descent, occurred in 62.3 per 
cent of all man runs and were reported about equally for the 
two sides of the body. Pain in the knee (the joint most fre- 
quently affected) occurred in 53.9 per cent of all runs. The 
high incidence of pain in the anterior portion of the knee as 
compared with other regions of the knee was statistically sig- 
nificant. This seemed reasonable in view of the movements 
involved in the exercise. If knee pain recurred on successive 
flights, it was likely to appear in the same knee. Moderate and 
severe chokes were associated with joint pain in a significant 
number of instances. Postflight symptoms referable to joints 
affected at altitude occurred after more than 15 per cent of all 
runs. Nearly 26 per cent of those having joint pain at altitude 
had trouble with those joints during the postflight hours, and 
nearly half of these were joint swellings, probably representing 
synovial or bursal effusion. Postflight symptoms were reported 
ior a few joints and muscles not affected at altitude. 


Journal of Experimental Medicine, New York 
80: 341-454 (Nov.) 1944. Partial Index. 


Experimental Typhus Infection in Eastern ie Rat (Sigmodon His- 
pidus Hispidus). C. R. Anderson.—p. 

Further Observation on Relation of Eye to aiuiiies in Experimental 
Syphilis: 11. Development of Immunity After Primary Intra- 
corneal Inoculation, A, Chesney and A. C. Weods.—p. 357. 

Device for Automatically Controlling Concentration of Glycol Vapors 
in Air. T. T. Puck, H. Wise and O. H. Robertson.—p. 377. 

Poliomyelitis by Accidental Contagion in Chimpanzee. H. A. Howe 
and D. Bodian.—p. 383. 

Siudies on Nonhemolytic Streptococcus Isolated from Respiratory Tract 
of Human Beings: III. Immunologic Relationship of Streptococcus 
MG to Streptococcus Salivarius Type LI. G. S. Mirick, L. Thomas, 
E. C. Curnen and F. L. Horsfall Jr.—p. 431. 

Studies on Mammary Tumors of Dogs: I. Lactation and Influence 
of Ovariectomy and Suprarenalectomy Thereon. C. Huggins and 
P. V. Moulder.-—p. 441. 


Journal Industrial Hygiene & Toxicology, Baltimore 


26: 281-318 (Nov.) 1944 


Radon/Carbon Dioxide Ratio as Index to Excessive Radium Absorp- 
tion. F. E. Hoecker.—p. 281. 

Significance of Absorbed Radium as Indicated by Coefficient of Elimina- 
tion. F. E. Hoecker.—-p. 289. 

Studies on the Toxicity of Commercial Benzene and of a Mixture of 
Benzene, Toluene and Xylene. V. H. Hough, F. D. Gunn and S. 
Freeman.—p. 296. 

*Introduction ot Glycols for Air Sterilization by 
Method. E. Bigg and B. H. Jennings.—p. 307. 

Dermatitis pus to Vinyl Carbazole. I. R. Tabershaw and J. B. Skin- 
ner.— 

Welding Fiabe Sampler. 


New Vaporization 


L. Silverman and J. F. Ege Jr.—p. 316. 
Glycols for Air Sterilization.—Bigg and Jennings devel- 
oped a practical means for the introduction of measured quan- 
tities of glycof into the atmosphere. They describe an apparatus 
of simple construction and operation which may. be used for 
this purpose. The device was designed to introduce simultane- 
ously, at predetermined rates, both water and glycol into the 
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air, thus eliminating the necessity of using a separate system 
for humidification. It is possible to accomplish this by boiling 
glycol-water solutions. The proportion of glycol and water 
vaporized in this manner will depend on their respective con- 
centrations in the liquid phase, and the rate of introduction into 
the air will be determined by the heat input (rate of boiling). 
The practicality of this method has been fully demonstrated in 
feld trials. The method eliminates fire hazards, regulates 
desired humidities, may be built at a nominal cost and is flexi- 
ble in its application and simple in operation. Glycol vapor 
introduced in this manner is equal in bactericidal activity to 
that produced by other methods. 


Journal of Lab. and Clinical Medicine, St. Louis 


29:1109-1210 (Nov.) 1944 

Choline Deficiency Studies in Dogs. J. M. McKibbin, S. Thayer and 
F. J.:Stare.—-p. 1109. 

Lysolecithin and Antihemolytic Value of Blood. H. B. 
K. Wilbur.—p. 1123. 

Effect of Humidity and Temperature on Oxygen Toxicity. 
pieu and V. V. Cole.——p. 1134. 

*Variability of Heart Rate and Blood Pressure in Selected Groups of 
College and High Schoot Students, Elizabeth P. Salit and W. W. 
Tuttle 1139. 

*Oscillometer and Thermocouple as Diagnostic Aids ¢" Peripheral Vas- 
cular Disease. C. Moses and M. B. Ferderber.—p. 

Study on Relationship of Blood Isoagglutinin Tere to “Total poe 
Protein Concentration. A. P. Rowe, Alice McBride and S. R. 
tier.—p. 1156. 

Study of Staphylococcus Antitoxin Titers in Normal Human Sera. 
D. S. Seely, P. F. Stockey and N. P. Sherwood.-—p. 

Variability of Heart Rate and Blood Pressure in 
Students.—Salit. and Tuttle point out that, if cardiovascular 
measures are to be used to identify persons in good and poor 
physical condition or to measure progress during the course of 
a training program, these measures must have reliability and 
discriminatory power. They report investigations to determine 
which of several commonly used cardiovascular measures are 
most reliable. The studies were made on college men and 
women and on high school boys. The authors found that the 
pulse after a standard exercise is a more reliable measure than 
the resting pulse, but the resting systolic blood pressure is a 
more reliable measure than the systolic pressure after exercise. 
Even when conditions are carefully controlled, an individual's 
heart rate and blood pressure are so variable from day to day 
that a number of determinations must be made if his general 
status is to be established. Cardiovascular tests in general have 
little discriminatory power because the differences in scores 
among individuals are small in relation to individual variability. 
Individuals can more clearly be distinguished from one another 
on the basis of postexercise pulse rates than on the basis of 
resting heart rate or the increase due to moderate exercise. 
The same is true of postexercise systolic and diastolic blood 
pressures. The relative efficiency of heart rate scores in dis- 
tinguishing individuals from one another has been demonstrated 
in terms of the percentage of significant differences among indi- 
viduals in a group. Whereas only 8 per cent of the differences 
in the resting pulse for the 20 men in this experiment are sig- 
nificant at the 1 per cent level of confidence, 41 per cent of the 
differences in pulse one-half minute after exercise are significant 
at this level. The corresponding figures for the women are 
25 per cent and 32 per cent. At the 5 per cent level of con- 
fidence, 62 per cent of the differences in pulse after exercise 
are significant among the men; among the women only 53 per 
cent of the differences are significant at this level of confidence. 

Oscillometer and Thermocouple in Diagnosis of 
Peripheral Vascular Disease.— Moses and Ferderber 
recorded the evidence obtained by various diagnostic procedures 
and correlated this evidence with the circulation in the extremi- 
ties examined. Observations were made on 102 persons. This 
group included 48 normal subjects, 8 asymptomatic, 6 with 
thromboangiitis obliterans and 28 with arteriosclerosis. Obser- 
vations as to history, symptoms, physical signs, oscillometric 
readings, skin temperatures, blood flow and vibratory sensation 
were noted and the results tabulated. While in arteriosclerosis 
of the lower extremity symptoms referable to the calf were 
most common, pain was noted almost as frequently in the ankle, 
arch, dorsum or toes. Numbness, tingling, burning, aching and 
rest pain were symptoms noted almost as frequently as inter= 
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mittent claudication in arteriosclerotic vascular disceien A feel- 
ing ot local fatigue was often the first sign of vascular disease. 
Arteriosclerotic rest pain was often relieved by moderate exer- 
cise. The pain of thromboangiitis obliterans was not relieved 
by exercise. Normal distribution of the hair over the lower 
extremity was noted in only 25 per cent of the patients with 
vascular disease. Rubor, cyanosis or pallor of an extremity may 
be present in the absence of arterial vascular disease. The 
absence of the dorsalis pedis or posterior tibial pulsation did not 
exclude vascular disease. The oscillometric readings were not 
necessarily found to be decreased in arteriosclerotic peripheral 
vascular disease; normal individuals with heavy musculature 
may have diminished oscillometric readings. Normal skin tem- 
peratures tmay obtain in individuals with vascular disease. Esti- 
mation of the blood flow by Stewart's calorimetric method 
indicated that the blood flow in patients with vascular disease 
averaged about two-thirds that in normal subjects. Estimation 
of the vibratory sense by the method of Barach yields con- 
firmatory evidence of deficient circulation but is of little early 
diagnostic value. The arteriolovenous anastomoses are sug- 
gested as one mechanism partially explaining the variations in 
skin temperature that occur in normal individuals and those 
with peripheral vascular disease. 


Journal of Mount Sinai Hospital, New York 


11:185-252 (Nov.-Dec.) 1944 


Studies on Natural History of Poliomyelitis. A. B. Sabin.—p. 185. 
Ifodgkin’s Disease of Skin. O. L. Levin and H. T. Behrman.—p. 2/7. 
Immunologic Approach to Studies on Certain Diseases of Frye. 
G. Shwartzman.—p. 
Life’s Later Years: 
Zeman.—p. 224. 
Essays on Bislory of Disease: 6. 
Vera. E. Moschcowitz.—p. 232. 
Massive Pulmonary Embolism: IIT. 
Fatal Cases. 


Studies in Medical History of Old Age. F. D. 
Biology of Polycythemia 


Based in Part on Study of 88 
II. Neuhof and S. H. Klein.—p. 236. 


Journal of Nervous and Mental Disease, New York 
100:449-554 (Nov.) 1944 


Endocrine Glands in Infantile Amaurotic Family Idiocy. O. Marburg. 
45 


Unusual Rapid Evolution in Guillain-Barré Syndrome with 
Palsy. A. A. Briskier.—p. 462 
Panoramic Position of Psychiatry. 
Hebephrenic Fancies: 
Incest and Parricide. 
Green Ink. 


Bulbar 


A. N. Foxe.—p. 466. 

Their Relation to Two Basic Crime Trends: 
B. Karpmanu.-—p. 480. 

W. Rottersman.—p. 507. 


Journal of Neurosurgery, Springfield, Ill. 
1:365-456 (Nov.) 1944 
*Eosinophilic Granuloma of Skull: Report of Case. J. B. Campbell and 
E. Alexander Jr.—p. 365. 
Symptomatology of Acoustic Tumors, with Special Reference to Atypical 
Features. A, Olsen and G. Horrax.—p. 371. 
*Post-Traumatic Headache. C. Brenner, A. P. Friedman, H. Ii. Mer- 
ritt and D. E. Denny-Brown.—p. 379. 
Method of Holding Galea Hemostats in Craniotomies. 
witz.—p. 392. 
Mechanism of Head Injury as Studied by Cathode Ray Oscilloscope: 
Preliminary Report. E. S. Gurdjian and H. R. Lissner.—-p. 393. 
Technology of Nerve Regeneration: Review. Sutureless Tubulation and 
Related Methods of Nerve Repair. P. Weiss.—p. 400. 
Eosinophilic Granuloma of Skull.—According to Camp- 
bell and Alexander, eosinophilic granulofna of bone is a rela- 
tively rare condition affecting chiefly children and young adults, 
usually males. The lesion is benign, may be solitary or multiple 
and in more than half the recorded cases has affected the cranial 
vault. Although the x-ray film of this lesion is suggestive, a 
diagnosis cannot be made without biopsy and microscopic study. 
Eosinophilic granuloma usually starts as a well localized lesion 
in the medullary cavity, tending to erode, expand and perforate 
the cortex. In the calvarium it may erode either inward or 
outward, and several cases have been recorded in which a con- 


F. A. Kantro- 


siderable area of the dura underlying the bone lesion has been 


directly involved. There have not been cases in which the 
brain has been involved, nor does the tumor apparently have 
any tendency to erode into blood vessels. Grossly the tumor 
appears soft, is sometimes quite hemorrhagic and gives the 
impression of being malignant. Microscopically the picture 
varies considerably from case to case, apparently depending on 
the length of time the lesion has been present. As a rule the 
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lesion is characterized by the presence of compact aggregates 
of large phagocytic cells, called histiocytes by some, with con- 
spicuous collections of eosinophils. The eosinophils may be 
such a prominent feature as to stain the entire field red to first 
inspection in a hematoxylin and eosin stained slide. There is 
an intimate pathologic relationship of this lesion to Schiiller- 
Christian disease and Letterer-Siwe disease. The prognosis of 
eosinophilic granuloma is almost universally favorable. Cases 
of spontaneous healing have been recorded. Other patients have 
been apparently cured by surgical extirpation, curettage and 
x-ray therapy. The authors observed eosinophilic granuloma 
in the left frontal bone of a soldier stationed in the South 
Pacific theater. The tumor was extirpated and the wound 
healed by primary intention. Later, at a hospital in the United 
States, the skull defect was covered with a tantalum plate. 

Post-Traumatic Headache.—Brenner and his associates 
report observations on 200 consecutive hospitalized patients with 
head injury between the ages 15 and 55 years who were fol- 
lowed from the time of injury for a period of six or more 
months. One hundred and thirty-eight patients complained of 
post-traumatic headaches, 63 patients of headaches lasting longer 
than two months and 59 patients of headaches that did not 
persist beyond the hospital stay. In 11 patients the headaches 
began after discharge from the hospital. Post-traumatic head- 
aches are regularly intermittent. They may be precipitated by 
postural changes, effort, fatigue or emotional upsets, or they 
may appear without relation to any such factors. They are 
characteristically variable from patient to patient with respect 
to severity, character of pain and localization. Headaches last- 
ing for longer than two months were associated with dizziness 
and nervous symptoms (fears, anxiety, fatigue, irritability and/or 
inability to concentrate). The incidence of such prolonged head- 
aches was high among patients with nervous or neurotic symp- 
toms prior to injury, with complicating environmental factors 
(including compensation), with symptoms of immediate emo- 
tional reaction to the injury and with scalp lacerations; it was 
low among recreational accidents and among patients with very 
mild head injuries. These relationships suggest the importance’ 
of both psychologic and physical factors. Even in headache 
localized to the region of known damage to scalp or skull, 
psychologic factors had high correlation. A striking liability 
of headache localized to the site of previous scalp injury to 
provocation by posture or physical effort provides evidence that 
such provocation in more diffuse types of headache indicates 
underlying structural damage. A liability of provocation by 
histamine, particularly when the headache has been unilateral, 
suggests that intracranial localized vascuiar or perivascular 
change may occur. Neither changes in the spinal fluid, in the 
electroencephalogram, in the reflexes, in the degree or extent 
of scalp or cranial injury nor in the extent of disorder of con- 
sciousness inimediately after the injury give adequate prognosis 
of subsequent liability to headache. Headache was, however, 
significantly less common in those who had no initial disorder 
of consciousness. 


Journal of Pediatrics, St. Louis 


25: 369-4600 (Nov.) 1944 
Revaluation of Pneumonias of Infancy. J. M. Adams.—p. 369, 
Experience with Sulfapyrazine in Children. H.N. Vandergrift.—p. 386. 
Roentgen Studies of Heart in Asthmatic Children. V. J. Derbes and 
H. T. Engelhardt.—p. 394. 
*Intravenous Feeding of Complete Diet in Child: 
Helfrick and N. M. Abelson.—p. 400. 
Accidental Mechanical Suffocation in Infants. H. Abramson.—p. 404. 
Use of Prostigmine and Modified Kenny Technic in Treatment of 
Poliomyelitis. G. J. Boines.—p. 414. 
Goat’s Milk Anemia: Report of Case. Emelie M. Perkins.-—p. 439. 
Congenital Lung Cyst Complicated by Pyopneumothorax. M. J. Carson 


and A. Webb Jr.—p. 443. . 
The Lashley Quadruplets. J. W. Bruce and E. P. Scott.—p. 447. 


Intravenous Feeding of Complete Diet in Child.— 
Helfrick and Abelson present the history of a 5 month old 
infant with Hirschsprung’s disease, a digestive upset and upper 
respiratory disease. The infant developed the extreme picture 
of marasmus, which gave every indication of an impending 
fatal termination. The baby was given a complete intravenous 
feeding for five days with fats, carbohydrate and amino acids 
in proportions and quantities recommended in a normal infant's 


Report of Case. F. W. 
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diet. There was a prompt dramatic improvement in the nutri- 
tion, permitting eventual successful treatment of the Hirsch- 
sprung’s disease with neostigmine. The authors believe that 
this is the first case on record of complete feeding by vem alone 
for a significant period. The success in this child suggests 
strongly that total feedings by vein can be a practical and life 
saving procedure, especially applicable to children who are 
marasmic or are unable to handle an adequate diet by mouth, 
or in whom it is desirable to withhold oral feedings for thera- 
peutic purposes. 


Maine Medical Association Journal, Portland 
35:207-222 (Nov.) 1944 
*Penicillin in Treatment of Sulfonamide Resistant Gonorrhea. 

and G. I. Geer Jr.—p. 207. 

The Physician and Control of Gonorrhea in the Armed Forces. 

Cohart and O, F. Hedley.—p. 210. 

Doctor’s Laboratory. A. J. Fuller.—p. 211. 

Penicillin for Sulfonamide Resistant Gonorrhea.—W igh 
and Geer present a report of 191 consecutive cases of sulfon- 
amide resistant gonorrhea treated at a station hospital. A 
patient was considered sulfonamide resistant if he had not 
responded to the following minimal dosage schedules: one duty 
course of sulfathiazole or sulfadiazine consisting of 1 Gm. of 
the drug four times daily for five days (20 Gm.) plus one hos- 
pital course of either drug, beginning with 4 Gm. followed by 
| Gm. every four hours, day and night, for five days (33 Gm.). 
The average duration of disease was 1.7 months. The average 
amount of sulfonamides a patient had received was 88 Gm. 
Injections of 10,000 units of penicillin in 3 cc. of water were 
administered intramuscularly into the gluteal region. Two 
schedules of treatment were used. All patients initially received 
a total of 50,000 Oxford units. This was administered in five 
doses at three hour intervals. The second schedule was used 
only for those patients who were clinical failures after the first 
schedule. It consisted in the injection of a total of 100,000 units 
in ten individual hourly doses. Patients not cured by these two 
schedules were given fever therapy. There were no systemic 
reactions to the penicillin. Ejighty-nine per cent of the 191 
patients were cured with 50,000 units of penicillin. Retreatment 
of the 21 failures with an additional 100,000 units resulted in 
cures in 98.95 per cent of the entire group. Two patients did 
not respond to a total of 150,000 units. A large proportion of 
those requiring an additional 100,000 units had complicated 
gonorrhea. Although 50,000 units of penicillin will cure most 
patients with gonorrheal manifestations other than urethritis, it 
is not possible to predict which patients will need larger dosages 
than 50,000 units. Proportionately more Negro than white 
patients are cured with 50,000 units of penicillin. 


R. Wigh 
E. M. 


Medical Annals of District of Columbia, Washington 

13: 399-438 (Nov.) 1944 
Maintaining Morale in Fighting Men at Sea. A. W. 
Present Concepts of Military Surgery. N. T. Kirk.—p. 
Malaria Problem. L. L. Williams Jr.—-p. 408. 
Dysenteries. F. S, Cheever.—-p. 412. 


—p. 399. 


Minnesota Medicine, St. Paul 
27:873-908 (Nov.) 1944 
Roentgenologie Diagnosis of Skeletal Diseases of Infants and Children. 
R. S. Bromer.—p. 895. 
Loeal Anesthesia in General Practice. S$. R. Maxeiner.—p. 904. 
Intravenous Anesthesia. R. T. Knight.—p. 906. 
Anesthesia and Breathing. R. M. Waters.—p. 909. 
Seme Recent Activities of American Medical Association. 
mer.—p. 913 
Volvulus in Newhorn: 
A. H. Wells.—p. 916. 


H. L. Kretsch- 


Report of 5 Fatal Cases. R. P. Buckley and 


Missouri State Medical Assn. Journal, St. Louis 
41:215-230 (Nov.) 1944 


Neurocirculatory Asthenia. J. T. King.—p. 215. 
Some Remarks on Coronary Sclerosis. R. Uhlmann.—p. 218. 


41:231-247 (Dec) 1944 
Experimental Diabetes. D. R. Black.—p. 231. 
Underlying Principles in the Dietary Management of Diabetes. 
Glassberg.— p. 
Use of Slow Insulin. F. Irwig.—p. 234. 


B. Y. 
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Nebraska State Medical Journal, Lincoln 
29 : 329-304 (Nov.) 1944 


Prevention and Treatment of Infection in Compound Fractures. G. A. 
Caldwell and M. F. Kepl.-—p. 333. 
Advances of Chemistry as Applied to Human Nutrition. H. C. Aron. 


. 
Late Postpartum Bleeding. G. E. Peters.—p. 342. 
Binocular Parasitic Invasion of Vitreous Body. J. N. Stoops.—p. 346. 
Newer Aspects of Malaria. M. H. Brodkey.—p. 348. 


29: 365-396 (Dec.) 1944 
Advances in Blood Vessel Surgery. R. W. McNealy.—p. 
Some Experiences with Serous Meningitis in Children. L. os Holt Jr. 
—p. 373. 
Local Anesthesia in Cesarean Section. L. S. MeGoogan.—p. 377. 
Cardiac Evaluation on Routine Examination. C. F. Shaffer.—p. 383. 


New England Journal of Medicine, Boston 
231 639-668 (Nov. 9) 1944 


Hodgkin Disease: III, and Course. 
9, 


H. Jackson Jr. 
Parker.—p. 63 
Venereal Disease as a War Injury. O. F. Cox.—p. 646. 
Surgical Experiences with Wounded of Buna Campaign. 
dike.—p. 649 
Antibictics and Bacteriostatics in 
Salter.—p. 651 


and 


Thorn- 
Blood and Body Fluids. W. T. 


231: 669-096 (Nov. 16) 1944 


H. S. Ruth.—p. 
Pulmonary Emphysema. A. 


Postwar Planning in Anesthesiology. 

Abnormal Physiology of Chronic 
Goggio.—p. 6727. 

Pancreatic Lithiasis with Asseciated Intestinal 
H. Fanger.—p. 678. 

Treatment of Gout. W. Bauer and F. Klemperer.—p. 681. 


231:697-720 (Nov. 23) 1944 


Pneumonia of Unknown Etiology. 


Hemorrhage: Case. 


*Primary Atypical S. Gundersen. 


Native Medical Practices in Southwest Pacific. 
Simplified 

—p. 70 
Industrial Hy giene in 1944. 


R. A. Dillon.—p. 701. 
Method for Culturing Fungi from Scalp. E. Bernhardt. 


I. R. Tabershaw and M. Bowditch.—p. 706. 

Primary Atypical Pneumonia of Unknown Etiology.— 
Gundersen says that from January 1942 to February 1944 
inclusive 162 patients with a final diagnosis of primary atypical 
pneumonia were seen at his hospital. In all of them there was 
a confirmation of the diagnosis of pneumonia by x-ray exami- 
nation. In this analysis 122 cases, including 3 fatal cases, 2 of 
which came to necropsy, are used. Cough, headache, malaise 
and sore throat were the most frequent symptoms in the order 
named. Shaking chills were relatively infrequent. Cough was 
often slow in development. In most cases it was explosive, 
hacking and distressing; in the average case it gradually became 
productive of small amounts of mucopurulent sputum. Of great 
importance for the differential diagnosis was the complete 
absence of typical pleuritic pain and of “prune juice” or rusty 
sputum. The term “atypical pneumonia” is particularly appro- 
priate in relation to the question of physical findings, which 
were few. The sputum was examined in every case. Ejighty- 
two cases showed many organisms in the cultures, with no one 
of them predominating. Typable pneumococci were found in 
small numbers in only 4 of 77 cases examined for this purpose. 
Sulfonamides were given as a therapeutic and diagnostic test in 
63 cases without perceptible beneficial effect. The diagnosis of 
pneumonia was confirmed by x-ray examination in all cases. 
Patchy areas of infiltration with indistinct borders were con- 
sidered most typical, but several cases of distinctly lobar con- 
solidation were seen. Accentuation of the lung markings, 
giving a streaked appearance of the involved area, was more 
pronounced than it is in most cases of bacterial pneumonia. A 
few of the x-ray films taken separately and without regard for 
follow-up study could easily have been interpreted as ‘indicating 
pulmonary tuberculosis. In addition to providing bed rest, good 
nursing care and adequate intake of fluids and salt to combat 
unusual loss from sweating, the treatment was directed toward 
reliei of the most annoying symptoms. Inhalations of steam, 
expectorants containing iodine and codeine afforded the best 
relief from cough, especially in the early stages. Salicylates, 
with or without codeine, gave fair relief from headaches. Hot 
gargles or irrigations of saline or weak perborate solutions 
were frequently used for sore throats. In the first fatal case 
the poor response to treatment was possibly due to the blood 


—p. 697. 
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changes resulting from infectious mononucleosis. The second 
fatal case gave a history of pneumonia eight months previously. 
The third patient who died had suffered from asthma for a 
long time and was an alcohol addict. 


New Orleans Medical and Surgical Journal 
97: 197-242 (Nov.) 1944 


Management of Certain Types of Fractures Involving Shaft of Long 
Bones. F. W. Carruthers.—p. 197. 

Chemotherapy, Local and Systemic, and Its Relationship to Funda- 
mental Requirements of Compound Fractures. Orr.—p. 201. 

Status Endocrinologicus. L. B. Shpiner.—p. 205. 

Blood Transfusion Substitutes: Present Status. G. A. Nicoll.—p. 211. 

Further Observations on Carcinoma of Stomach in a Large General 
Hospital, with Special Reference to 134 Nonsurgical Fatalities from 
Charity Hospital of Louisiana at New Orleans. F. F. Boyce.—p. 217. 


Pennsylvania Medical Journal, Harrisburg 


48:97-192 (Nov.) 1944 


Presidential Address. W. Bates.—p. 111. 
Malignant Neutropenia. C. B. Reitz. 5 
Clinical Experiences with Penicillin. 
J. F. Drumheller.—p. 119. 
Diagnostic Delay in Gastric Carcinoma. G. C, Engel.—p. 12 
Value of Medical Service in Small Industrial Plant. G. S. Everts. 
—p. 134. 


Psychiatric Quarterly, Utica, N. Y. 
18:547-728 (Oct.) 1944 


Malarial Treatment for General Paresis in Presence of Pulmonary 
Tuberculosis. H. Pleasure.—p. 

Disorders of Male Sexuality as Encouniered in Practitioner’s Office. 
W. Eliasberg.—p. 567. 

Intramural Hearings on Writs of Habeas Corpus. 
and N. T. Bigelow.—p. 582. 

“Interpretation of Divergent Outcome of Schizophrenia 
Twins. S. Arieti.—p. 587. 

Amnesic Syndrome with Short Remissions During Electric 
Treatment. H. J. Kleinschmidt.—-p. 600. 

*Psychosomatic Aspects of Allergy. L. J. Karnosh. —p. 618. 
Objective Approach to Personality and Environment in Homosexuality. 
onas.—p. 626. 

Clinical Experiment with Methylguanidine Sulfate. S. Feinstein.—p., 642. 
Pulmonary Edema and Electrocardiographic Findings Resembling Coro- 
nary Occlusion in Insulin Treatment: Case. A. Gralnick.—p. 650. 
Prevention of Major and Minor Complications in Metrazol Therapy: 
Modifications of Technic. H. H. Haines.—p. 660 

Note on the Treatment of Aggression in Emotionally ‘Disturbed Children. 
L. R. Wolberg.—p. 667 

Positive Transference in Schizophrenia: 


H. L. Foss and 


H. J. Worthing 
in Identical 


Shock 


Case. D. A. Barbara.—p. 674. 

Divergent Outcome of Schizophrenia in Identical 
Twins.—Arieti observed a pair of schizophrenic monozygotic 
twins. The symptoms presented by the patients were funda- 
mentally similar, but whereas 1 of them made a spontaneous 
recovery, the condition of the other was practically unchanged 
after more than two years. The patient recovered who was the 
more athletic and less asthenic, whose prepsychotic personality 
was definitely more extroverted, who had always shown better 
ability to cope with the problems of life and whose symptoms 
were somewhat atypical because of the presence of many “psy- 
choneurotic” symptoms. 

Psychosomatic Aspects of Allergy.—Karnosh thinks that 
neurologists or psychiatrists cannot ignore the emotional, men- 
tal and neural phenomena which are interlocked with the aller- 
gic reaction in human tissues. That the brain is capable of a 
direct and profound reaction to protein hypersensitivity has been 
clearly demonstrated by many investigations made on laboratory 
animals. The contentions of many clinicians that such con- 
ditions as migraine, Méniére’s disease, infantile convulsions, 
transient paralyses and psychosis are expressions of allergy 
within the cranial cavity are not entirely without rational sup- 
port. The author is chiefly interested in the question of the 
influence of the mind on the allergic lesion and, conversely, the 
influence of the allergy on the mind,of the patient. He cites a 
schizophrenic patient in whom there existed a close parallelism 
between skin allergy and mental disease. The skin is a power- 
ful organ of emotional expression—perhaps next to the voice 
and the facial muscles, it is the best expression of human feel- 
ing that can be freely observed. There is the blush phenomenon 
in self consciousness, the paroxysmal sweating in anxiety states 
and the sallow, lemon tint in melancholia, Itching, like pain, 
may appear at the site of psychic fixation. The same sympa- 
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thetic nervous excitements in the skin, such as vasomotor 
irritability, increased sweating and pilomotor excitement, are 
expressions of the emotions as well as of allergy. The author 
shows that, the more one studies allergic patients who suffer 
from “nervousness” or take an “erratic slant’ at themselves and 
their troubles, the more one recognizes that these nervous reac- 
tions are not greatly different from those which follow in the 
wake of any chronic, irksome, disabling and irritating affliction. 
Even though one cannot establish a causative relationship 
between allergy and nervous and mental disease, it can be said 
that almost always, to some degree, the two afflictions are con- 
comitant in the same person. No allergic patient can be ade- 
quately evaluated without considering the personality structure 
in which the disease is implanted. 


Rocky Mountain Medical Journal, Denver 
41:793-872 (Nov.) 1944 


Present Day Trends in the Diagnosis and Treatment of Psychoneuros’s. 
H . Carter.—p. 809. 

*Combined Smith-Petersen Nail and Fibular Bone-Graft in Treatment 
of Fractures of the Neck of the Femur. L. N, Ossman and W. 5S. 
Brooke.—p. 814. 

Diagnosable Congenital Cardiac Defects. H. J. Dodge.—p. 819. 

What Would the Wagner Bill Do fer American Medicine? <A. C. 
Callister.—p. 825. 

Smith-Petersen Nail and Fibular Bone-Graft in Frac- 
tures of Neck of Femur.—Ossman and Brooke state that 
early manipulative reduction followed by internal fixation with 
metal nails, screws or pins is now generally accepted as the 
best method of treating fractures of the neck of the femur. The 
results are so gratifying, as compared with the older methods 
of sand bags, weight traction or even the Whitman abduction 
casts, that there should seldom be an excuse for using the older 
methods. From a study of older and more recent literature the 
authors estimate that the mortality rate has been reduced from 
about 25 per cent with the older methods to about 10 per cent 
with the newer methods. The incidence of nonunions has been 
reduced from approximately 75 per cent to 25 per cent. When 
early reduction and fixation are not obtained, disaster may be 
avoided by combining the Smith-Petersen nail fixation with the 
additional insertion of a fibular bone-graft across the fracture 
paralleling the nail. This combined extra-articular osteosyn- 
thesis was first described and used with good results-by King 
of Australia in 1939. The authors report the histories of 2 
patients whom they treated in this manner. This treatment is 
useful in some cases of nonunion following fracture of the neck 
of the femur. 


Surgery, Gynecology and Obstetrics, Chicago 
79:561-678 (Dec.) 1944 


Experimental Structural Alterations in Brain 3 gr: and After Con- 
cussion. indle, R. A. Groat and C. A. Fex.—p. 561. 
Injuries of Extremities in Amphibious Warfare. J. P. Cole and H. B. 
Neel.—p. 573. 
Skin Grafting and Secondary Closure in War Wounds: 
ort. C. S. Whelan and W. D. Thompson.—p. 584. 
*Effects of Orchiectomy on Primary and Metastatic Carcinoma of Breast. 
N. Treves, J. C. Abels, H. Q. Woodard and J. H. Farrow.—-p. 589. 
Choice of Incision im Gallbladder Surgery as Factor in Preventing 
Wound Disruption, Evisceration and Herniation. J. L. DeCourcy. 


. 606, 

*Papillary Cystadenoma Lymphomatosum (Warthin’s Tumor) of Parotid 
Salivary Gland. H. Martin and H. E. Ehrlich.—p. 611. 

Color Matching of Skin Grafts and Flaps with Permanent Pigment 
Injection. Gertrude’ Hance, J. B. Brown, L. T. Byars and F. 
McDowell.—p. 624. 

Technic of Aseptic or Closed Gastric Resection Using Furniss Clamp. 
L C. Culligan.—p. 629. 

Combined Operation for Varicocele and Inguinal Hernia: 
Report. C. T. Javert and R. L. Clark.—p. 644. 

Primary Masculinizing Tumors of Ovary. J. A. Burket and I. Abell. 

651. 


——p. 


Preliminary 


Preliminary 


Sacrococcygeal Sinus (Pilonidal Sinus) in Direct Continuity with Central 
Canal of Spinal Cord. H. A. Shenkin, A. D. Hunt Jr. and R. C, 
Horn Jr.—p. 655. 

Pathology of Experimental Clostridial Infections in. Dogs. B. V. 
Favata, A. H. Dowdy, R. L. Sewell and J. G. Vincent.—p. 660. 

Primary Carcinoma of Extremity. H. M. Clarke.—p, 669. 
Orchiectomy in Carcinoma of Breast.—Treves and his 

associates say that the encouraging regressions of the skeletal! 
metastases from mammary carcinoma following castration in 
women still menstruating suggested the possibility that orchiec- 
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tomy might retard or even cause regression of mammary cancer 
in the male. The latter experiment was begun more than two 
years ago at the Memorial Hospital in New York. The con- 
sent for orchiectomy, even in the elderly man with advanced 
breast cancer, was most difficult to obtain. Even an elderly 
man with intense pain from osseous metastases was unwilling 
to undergo castration. It seems to be more difficult to obtain 
permission for castration in males suffering from mammary 
cancer than in malignant disease of the prostate. The authors 
present histories of 6 patients who underwent castration because 
of carcinoma of the breast. The first patient, a man aged 72, 
experienced a satisfactory and dramatic regression of a primary 
carcinoma of the male breast which had metastasized to bone. 
The breast cancer was replaced by a cicatrix, the metastatic 
nodes regressed. The secondary deposits, as demonstrated in 
repeated x-ray films, showed reparative change. The repair in 
the ribs, shoulder girdle and spine were striking. The second 
yatient, aged 75, who had undergone mastectomy, at first refused 
an orchiectomy. Lesion of the scalp and skeletal pain induced 
him to submit to orchiectomy, but he died on the third post- 
operative day. His death was probably hastened by his poor 
physical condition, the result of associated disease, probably 
hepatic cirrhosis. The third patient, a man aged 65, obtained a 
very satisfactory result from orchiectomy. He has been relieved 
of his pain and has maintained his good physical condition. 
The phosphatase level has returned to normal, and the x-ray 
studies show evidence of bone regeneration. The fourth patient 
has remained free of local or distant disease following the local 
excision of a carcinoma of the left breast. The only adjuvant 
therapy was the orchiectomy, which at the time had not been 
planned as a therapeutic measure but for the relief of a bilateral 
hydrocele. The result is most satisfactory one year after treat- 
ment. In the fifth patient, who was only 39, castration in no 
way altered the clinical course. The failure to respond may 
have been due to the patient's comparatively carly age. In the 
sixth patient there has been an arrest in the growth of the 
primary lesion with some regression in the tumor, healing in 
the skin and disappearance of the cutaneous metastases. 
Papillary Cystadenoma Lymphomatosum of Parotid 
Salivary Gland.—Martin and Ehrlich undertook to determine 
the clinical behavior of papillary cystadenoma lymphomatosum 
of the parotid salivary gland. Their report is based on 22 cases 
culled from the records of 359 parotid tumors, all observed in 
the head and neck service of the Memorial Hospital, New York, 
from 1932 to 1944 inclusive. The authors apply the term 
papillary cystadenoma lymphomatosum” to an essentially benign 
cystic tumor occurring either in the parotid salivary gland or 
attached to it. Its microscopic appearance is characterized by 
specific epithelial structures supported by a lymphoid stroma. 
Other terms that have been employed to designate this neoplasm 
are adenolymphoma, branchiogenic adenoma, epitheliolymphoid 
cyst, branchioma, cylindrocellular branchiogenic adenoma, orbital 
inclusion adenoma and onkocytoma. In 1910 Albrecht and Arzt 
first established this tumor as a distinct morphologic entity. 
There have since been reported 66 cases exclusive of the present 
series. In 1929 Warthin discussed the cases already in the 
literature and added 2 of his own. Since then the growth has 
often been referred to as Warthin’s tumor, an eponym hardly 
justified from the standpoint of precedence. The ages of the 
patients whose cases are reviewed varied between 30 and 73 
years. There were 20 men and 2 women. The women patients 
were rather young, 36 and 37 respectively. Cystadenoma 
lymphomatosum is an encapsulated tumor. The capsule is thin, 
strong and glistening and is traversed by fine blood vessels. 
The specimens varied from 1.5 to 5.5 cm. in greatest diameter 
and were ovoid and globular. The histogenesis of the tumor 
has not been definitely established. There is a reasonable ana- 
tomic basis to support the theory of its origin from heterotopi: 
salivary gland rests situated in lymph nodes adjacent to or 
within the parotid gland. The neoplasm is a distinct morpho- 
logic entity, but it cannot be distinguished clinically from the 
relatively common mixed parotid tumor. Cystadenoma lympho- 
matosum recurs promptly if surgica! excision is not complete. 
All tumors in this series were anatomically and clinically benign. 
There are no satisfactory data to indicate whether the tumors 
are radiosensitive or radiocurable. 
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British Journal of Experimental Pathology, London 
25: 111-134 (Aug.) 1944 


Erythrocytes in Cytoplasm and Nuclei of Liver Cells. 

L. Doljauski.—p. 111 

Influence of Milk Factor on Incidence of Breast Cancer Induced by 

Esterone. L. Dmochowski and W. E. Gye.—p. 115. 

Transmission of Mammary Tumor Inciting Factor by Splenic Grafting. 

L. Dmochowski.—p. 119, 

Stability of Fibrinogen in Normal and Pathologic Plasma. 

heimer, B. Shapiro and L. Fodor-Salomonowicz.—p. 121. 

Effects of Prolonged Administration of Small Doses of Alloxan on Islet 

Tissue of Rat Pancreas. H. Hughes and G. E. Hughes.—p. 126. 
“Influenza Virus as Laboratory Contaminant. C. H,. Andrews, R. E. 

Glover, F. Himmelweit and W. Smith.—p. 130. 

Influenza Virus as Laboratory Contaminant.—Andrews 
and, his associates have described the recovery during the recent 
influenza A outbreak of two virus strains which proved sero- 
logically identical with the stock laboratory strain PR8 and, like 
it, of very high mouse virulence. These features led the authors 
to suspect that the strains might be “laboratory contaminants.” 
They have been led by these occurrences to collect other 
instances in which laboratory contamination is suspected. Four- 
teen incidents are described as occurring in ten different labora- 
tories. The fourteen “incidents” described may have diverse 
explanations. Some of them may be explained by inadequate 
sterilization of instruments or glassware. Others may have 
been genuine isolations of a virus like W. S.; it is unlikely that 
that virus is unique. Its repeated appearance under the con- 
ditions described seems highly suggestive. The series as a 
whole convinces the authors that influenza virus can turn up as 
a laboratory contaminant under conditions not yet understood. 
The appearance of such a contaminant may lead to temporary 
confusion. The authors emphasize that workers on influenza 
should keep the possibility of contamination constantly in mind. 
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British Journal of Venereal Diseases, London 
20:85-130 (Sept.) 1944 


* Hemorrhagic Encephalitis and Intensive Mapharside Treatment, 

of in the Male. 
Kind and C. Nicol.- 

Joint Venereal Diseases Saviek for Three Rural or Urban Districts. 
A. N. P. Milner.—p. 

Procedure for Serologic Diagnosis of Syphilis Based on a C ea 
Study of Five Modern Serologic Tests. F. M. Berger.—p. 1 
Hemorrhagic Encephalitis and Intensive Slice 

Treatment.—According to Lydon at one center 5 out of 53 
patients with early syphilis, who were treated by a short term 
intensive course of mapharsen, developed hemorrhagic encepha- 
litis or, as he prefers to term it, arsenical encephalopathy. The 
intensive mapharsen treatment was administered only to patients 
with early syphilis who had been given the following tests: 
(1) a complete blood count, including differential leukocyte 
count and total number of platelets; (2) the van den Bergh 
test and icterus index; (3) urine analysis for abnormal con- 
stituents such as albumin, sugar and bile. Urinary examinations 
were carried out daily and the van den Bergh and icterus index 
tests were performed ‘on alternate days. At the end of the 
course a complete blood count was again made. Five injections 
of 0.03 Gm. of mapharsen in 5 cc. of doubly distilled sterile 
water were given intravenously daily at two hourly intervals 
for five days. The total dose of mapharsen given was 750 mm. 
Giucose in large quantities was administered daily and, in addi- 
tion, each patient received 200 mm. per day of ascorbic acid. 
After 3 cases of arsenical encephalopathy had developed, modi- 
fications were introduced, which included administration of vita- 
min B,; spinal puncture and examination of the spinal fluid on 
the fourth day; prolongation of the treatment to six days, and 
blood sugar estimations on the first and fourth days. The 
author describes the histories of the 5 patients who developed 
hemorrhagic encephalitis. The reason he prefers the term 
arsenical encephalopathy is that neither hemorrhage nor inflam- 
mation 1s necessarily a pathologic feature. He defines the con- 
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dition as an acute cerebral complication which occurs during 
arsenical therapy and is characterized clinically in its early 
stages by changes in the mental sphere which are of two dis- 
tinct types, (a) lethargic and (b) apprehensive. The onset is 
accompanied by changes in the cerebrospinal fluid, namely 
increased protein, positive Pandy test without increase in cellu- 
lar elements and no change in sugar or chloride contents. The 
early recognition of these mental changes is of importance both 
for cessation of the arsenical drug and for institution of treat- 
ment. A peculiar oral fetor, widely dilated but normally react- 
ing pupils and obstinate constipation are often observed. At a 
later stage various signs make their appearance, such as emo- 
tional instability and perseveration, Convulsions may occur, 
usually within the first few days; they are of serious import 
and probably indicate hemorrhage into the brain substance. 
Alcoholism and vitamin B, deficiency seem to be predisposing 
factors. Vitamin B,: is suggested as both a prophylactic and a 
therapeutic agent; calcium gluconate is also used as an adjunct. 
Venesection, repeated lumbar puncture, and puncture and epi- 
nephrine seem to be of value. On the basis of the author's own 
experience and from a perusal of the available literature on 
intensive mapharsen therapy encephalopathy appears to occur 
many times more often under this method than under the vari- 
ous long term schemes of antisyphilitic treatment. He thinks 
that it is necessary to carry out extensive research into the 
causation and treatment of encephalopathy before intensive 
mapharsen treatment can be applied generally. 


British Medieal Journal, London 


2:521-550 (Oct. 21) 1944 

*Plasma Volume in Traumatic Shock. A. C. Crooke, C. J. O. R. Morris 
and R. G. Bowler.—p. 521. 

Eustachian Obstruction and Otitic Barotrauma in Air Crews of Heavy 
Bombers. M. S. Matthews.—p. 523. 

*Laboratory Test for Diagnosis of Smallpox. C. E. van Rooyen and 
R. S. Ilingworth.—p. 526, 

“Air Embolism as Complication of Vaginal Douching in Pregnancy. 
G. Forbes.——p. 529. 

Active Convalescence of Hernial Repairs. D. J. Martin.—p. 531. 


Plasma Volume in Traumatic Shock.—Crooke and _ his 
associates show that the estimation of plasma volume in patients 


‘with traumatic shock has been beset with difficulties; the esti- 


mation of Evans’s blue in plasma is unreliable in nonfasting 
subjects and also in subjects who have received morphine or 
scopolamine.: Repeated measurements of hemoglobin by the 
pyridine-hemochromogen method of Rimington and of the hema- 
tocrit revealed that the two values run parallel. The determina- 
tion of hemoglobin is more accurate than that of the hematocrit. 
Total blood volume cannot therefore be determined, but it gives 
little more information than plasma volume when the hemo- 
globin value is also known. Reduction of plasma volume is 
accepted as being characteristic of traumatic shock, the amount 
of the fall being proportional to the severity of the shock. In 
general this has been confirmed in the present series of cases, 
but the reduction is greatest when examined early, as shown 
by the first 2 patients, both of whom died of their injuries. In 
case 1 the plasma volume had fallen from the normal level of 
between 4.5 and 5.5 per cent of body weight to about 2.1 per 
cent in less than two hours. This patient died two hours later. 
In case 2 plasma volume was about 3.3 per cent of body weight 
seven and one-half hours after the patient sustained a ruptured 
kidney and spleen. She died sixteen hours after the injury. In 
less severe cases the reduction of plasma volume may be slight, 
especially if not examined until some hours after the injury. 
Hemoglobin concentration falls following traumatic shock, but 
the fall is minimal immediately after the injury and may not 
become severe until several hours later. The reduction of 
plasma volume in all the cases which the authors examined 
could be explained by hemorrhage alone, but many workers 
have claimed that shock is a toxic condition associated with 
hemoconcentration.- Hemoconcentration as judged by increased 
concentration of hemoglobin or a hematocrit value above the 
normal has not been‘ observed in the cases in this series except 
when associated with burns or with the crush syndrome. Hemo- 
concentration in these cases is due to loss of serum into the 
damaged tissues without a corresponding loss of corpuscles. 
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The conception that hemoconcentration occurs in traumatic 
shock in man is probably due to the cyanosed, viscid character 
of the blood in severe cases. The authors have found, however, 
that in contrast to this increased viscosity ef whole blood the 
viscosity of plasma is below normal. The increased viscosity 
of the blood with a decreased clotting time and a normal hemo- 
globin suggests a state of incipient clotting. The fibrinogen 
content of the plasma was, however, found to be normal by 
electrophoresis. The increased viscosity of the whole blood may 
therefore be due to an abnormal state of dispersion and of the 
alpha component, since it is known that both alpha and beta 
components readily form gels under certain abnormal conditions. 
This gel would be removed in the centrifugal separation of cells 
and plasma, and such plasma would have a decreased viscosity, 
a deficiency in alpha component and a normal fibrinogen content. 


Laboratory Test for Diagnosis of Smallpox.—Observa- 
tions on over 100 patients with smallpox studied in the Middle 
East has convinced van Rooyen and Illingworth that a diag- 
nosis of variola on the first and second day of the rash is often 
extremely difficult and that the differentiation of mild smallpox 
from varicella may be impossible throughout the course. They 
were able to confirm Paschen’s observations that the elementary 
bodies of variola are larger than those of varicella. They gitil- 
ized this observation as the basis of a laboratory test for the 
identification of smallpox. Paschen uses Léoffler’s flagellar 
mordant and carbol fuchsin stain. The authors select 6 early 
lesions, preferably fresh vesi¢les containing clear fluid, and these 
are opened with forceps. If the lesion is a vesicle, the fluid is 
first absorbed with cotton. The base of the exposed cavity is 
then firmly scraped and the material obtained is rubbed with a 
rotary motion on the suriace of a glass slide. Three such 
smears can be made on each slide. Best results are obtained 
by scraping the earliest papular and vesicular lesions; pustules 
should be avoided, as these often contain artefacts. The authors 
made skin scrapings in 80 cases of smallpox ranging in severity 
from mild to fatal hemorrhagic variola. These were subjected 
to the film test for elementary bodies. The laboratory and 
clinical findings corresponded in 77 cases. A negative result was 
returned in 3 cases of smallpox. Variola elementary bodies 
were demonstrated with ease in the papular and vesicular stages 
of the illness, but after the onset of pustulation they tended to 
disappear. In 32 cases of early smallpox the laboratory answer 
Was positive on the first day of the rash, when it was very 
sparse and the clinical diagnosis was difficult or impossible to 
establish. In no instance did a positive laboratory verdict dis- 
agree with the final clinical diagnosis of the case. Control skin 
scrapings from 64 clinical cases of varicella occurring in Egypt, 
together with a further 16 cases of chickenpox contracted in 
England, have been studied under identical conditions and com- 
pared with similar material from 80 cases of variola in Egypt. 
The film test is not applicable to the diagnosis of chickenpox 
because the elementary bodies of varicella are too small, are 
too scanty and show feeble affinity for Paschen’s stain. 


Air Embolism as Complication of Vaginal Douching 
in Pregnancy.—Forbes reports the history of a woman aged 34 
who had had three previous pregnancies and who complained of 
poor health on June 30, 1943 but attributed her symptoms to 
the onset of menstruation. She usually had dysmenorrhea severe 
enough to require two or three days in bed. She began to men- 
struate on July 1. Next day she collapsed on her way to bed 
and died a short time later. At the time of the necropsy there was 
nothing to suggest the cause of death. When the abdomen was 
opened a gravid uterus was found. Opening the uterus revealed 
the placenta low on the right lateral wall and its lower edge 
detached to a depth of 1 inch. The membranes were separated 
to a depth of 2% inches. The uterus contained a fetus of three 
months’ gestation. The lungs were very edematous. The peri- 
cardium appeared normal. The right side of the heart was 
dilated, and the auricle and ventricle were found to be filled 
with frothy blood. The pulmonary artery contained identical 
material. The possibility of air embolism was not thought of 
hefore the necropsy, and consequently the special technic usually 
followed in such cases was not adopted. However, the findings 
indicate conclusively that this was the cause of death. The 
obvious suspicion was that this case was one of criminal abor- 
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tion. Further inquiries revealed that the woman had not missed 
a menstrual period, and on June 3, 4 and 5 she was medically 
attended for dysmenorrhea. Neither her husband, her friends 
nor her doctor knew that she was pregnant. There is definite 
evidence also that during one of her previous pregnancies she 
continued to menstruate for three months after the pregnancy 
began. There seems, therefore, to be some doubt whether she 
realized that she was pregnant. She was accustomed to using 
a Higginson’s enema syringe for vaginal douching and, though 
no definite evidence on this point was forthcoming, it seems 
likely that she douched immediately before retiring. The author 
points out that there are 3 cases on record in which vaginal 


insufflation during pregnancy had resulted in death from air 


embolism. So far as can be ascertained there is no previous 
report of an instance in which simple vaginal douching led to 
air embolism from detachment of the placenta. 


Journal of Laryngology and Otology, London 
59:81-116 (March) 1944 


*Treatment of Chronic Suppurative Otitis Media by Local Application of 
cogs gy and Other Drugs. E. G. Collins and K. E. A. Hughes. 
—p. &l, 

Use yr Amnioplastin in Surgery of Ear. M. Sugar.—p. 96. 

Ayoanesthetic Apparatus Suitable for Ear, Nose and Throat Work. 

. TT. B. Jobson.—p. 101. 

Penicillin and Other Drugs in Chronic Suppurative 
Otitis Media.—Collins and his associates carried out studies 
to determine whether the local application of penicillin would 
prove a satisfactory remedy for chronic suppurative otitis media. 
Twenty-three patients were admitted to the hospital for this 
investigation, but only 9 of these were treated with penicillin; 
the remainder were treated by other methods. In 4 of the 9 
patients treated with penicillin a dry and sterile ear was 
obtained, while in 12 of the remaining 14 a similar result was 
achieved. The percentage of successful cases was influenced by 
the bacteriology of the aural discharge. The response divided 
the patients into two groups according to the sensitivity of the 
organisms to penicillin. The conclusion is drawn that the local 
use of penicillin will be limited in this disease owing to the 
types of organisms present and the difficulties of application. 
Boric acid in alcohol was employed locally in 16 of the cases 
and appeared to have a good bacteriologic and clinical effect in 
about half of those patients from whose aural discharge diph- 
theroid or “coliform” bacilli were cultured. The proteus bacil- 
lus was affected only if the discharge was slight, and the authors 
suggest that when the proteus is a saprophyte this solution will 
be effective but that when the proteus is a pathogen it will not 
prove successful, The staphylococcus and streptococcus did not 
appear to be influenced by this solution. Boric iodine powder 
was employed in 9 cases. The powder gave results similar. to 
the boric acid in alcohol, though it appeared to be more effec- 
tive against the “coliform” bacillus. Its action against the 
proteus was limited. Sulfanilamide powder, succinylsulfathia- 
zole powder, sulfacetamide in solution and sulfathiazole in a 
cream suspension were tried locally. None of the sulfonamides 
used locally appeared to influence the proteus cases. Staphylo- 
cocci were unaffected bacteriologically, though clinically there 
was less discharge and the general appearance improved. Sulfa- 
thiazole was given by mouth to 10 patients. In 4 patients with 
“coliiorm” organisms in their discharge, who had improved 
slowly with boric acid in alcohol, oral administration of sulfa- 
thiazole rendered the ears sterile and practically dry. The same 
favorable effects were obtained in 2 of 3 patients with proteus 
infection. Two of 3 patients with diphtheroid infection seemed 
benefited, but not the third. A short course with large doses 
ot sulfathiazole will probably give better results than smaller 
doses over a long period and will be less dangerous. The 
authors gained the impression that of all the bacilli found in 
the aural discharge the staphylococcus and the proteus are the 
main enemies, and if these two organisms are in combination 
they appear to be very intractable to treatment. The bacteriol- 
ogy also suggests that the external route of infection may be 
more important than we imagine and that more attention should 
be given to the prevention of reinfection of a dry open perfora- 
tion by dirty water from washing or the screwing of dirty 
towels into the ears. 
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Acta Paediatrica, Stockholm 


30: 153-275 (Dec. 23) 1942 


Study of Ionized Calcium in Serum of Children. G. Herlitz.—p. 153. 

*Optic Neuritis in Poliomyelitis: Clinical and Experimental Study. 
R. Bergman, K. O. Granstrém and J. H. Magnusson.—p. 176. 

in Skeleton Associated with Acute Leukosis in Children. 


*Noncardiac Familial Cyanosis. T. Thysell.—p. 212. 

‘ase of Cyclic Agranulocytosis. Olga Imerslund.—p. 232. 
Case of Thrombopathy. H. Jelke.—p. 251. 

Optic Neuritis in Poliomyelitis —Bergman and his asso- 
ciates report the case of a girl aged 9 who presented the clinical 
picture of acute meningoencephalitis with respiratory paresis, 
paresis of the right arm and right leg, paresis of central type 
of the right facial nerve, paresis of the palate and slight stiff- 
ness of the neck. The patient was placed in the respirator for 
twenty-two hours, and all the signs of paresis disappeared. 
Double optic neuritis was observed one month later. A diag- 
nosis of poliomyelitis was made because at the time of the 
patient’s admission to the hospital a poliomyelitis epidemic was 
in progress, many cases of which presented the same clinical 
picture as in the case reported. The diagnosis was clarified 
by an experimental investigation: Intraperitoneal and cerebral 
injections of etherized stool suspensions (50 cc. and 0.5 ce. 
respectively) from a fecal specimen taken the day following the 
patient's admission to the hospital were given to a Macacus 
rhesus monkey. Twenty-seven days later the monkey was 
killed. While alive it did not present any symptoms of paral- 
ysis. Hyperemia of the axillary, inguinal and mesenteric lymph 
nodes was demonstrated at necrops®. Perivascular mononuclear 
meningitis was revealed on microscopic examination of the 
central nervous system. Massive perivascular cell infiltration 
characteristic of experimental poliomyelitis was found beneath 
the cortex of the brain, in the walls of the lateral ventricles and 
in the area adjacent to the aqueduct of Sylvius. There were 
no such changes in the gray substance of the spinal cord, but 
a mononuclear cellular focus was found in the white substance 
of the upper part of the dorsal spinal cord. A few typical 
neuronophages were observed in the ventral wall of the aque- 
duct. Three weeks later intraperitoneal and cerebral injections 
of an emulsion of the brain substance of the animal were given 
to a second Macacus rhesus monkey. The examination of this 
monkey was negative while the animal was alive, but hyperemia 
and enlargement of the inguinal and axillary lymph nodes was 
demonstrated likewise at necropsy. Occasional perivascular infil- 
trations were found in the walls of the lateral ventricles and 
the floor of the fourth ventricle. Perivascular meningitis of the 
thoracic spinal cord, characteristic of poliomyelitis, was revealed. 
On the basis of these findings the optic neuritis was considered 
to be caused by the same infection. 

Noncardiac Familial Cyanosis.—In 1941 Thysell observed 
4 cases of cyanosis at the Gothenburg Children’s Hospital 
involving a father and his 3 children. The skin of the mother, 
a half-sister to the 3 children (the mother’s child in a former 
marriage) and the remaining relations were of normal color. 
All 4 had been blue since birth. They had developed normally 
and had no subjective difficulties such as dyspnea, palpitations 
or fatigability. The cyanosis appeared somewhat increased on 
physical exertion. Neither cardiac insufficiency nor any other 
cardiac alteration could be demonstrated. Oxygenation of the 
venous blood was normal. There was no polyglobulism. Spec- 
troscopy of the blood gave normal results. Lundsgaard’s con- 
tention is that the cause of cyanosis is to be sought in the 
reduced hemoglobin content of the capillary blood. Recent capil- 
lary microscopic studies of severe cases of cyanosis demonstrated 
that the color of the skin depends fundamentally on the degree 
of fulness of the end capillaries. Capillary microscopic exami- 
nation of the vessels in the end phalanges of the fingers of the 
author's 4 patients showed highly abnormal vascular structure 
with formation of nodules and of aneurysm, spiral contortions 
and formation of bridges in a dilated and blood distended sub- 
papillary capillary network. The author wonders whether this 
familial cyanosis can be due to an independent, stationary dis- 
order, not hitherto described in the literature, of the subpapillary 
plexus (the substratum of the cyanosis) or in a congenital mal- 
formation of it. Necropsy might reveal a congenital defect 
complementing the capillary disorder. 
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An Introduction to Public Health. By Harry S. Mustard, B.S., M.D., 
LL.D., Director, and Professor of Public Health Practice, Delamar 
Institute of Public Health, College of Physicians and Surgeons, Columbia 
University, New York. Second edition. Cloth. Price, $3.25. Pp. 283. 
New York: Macmillan Company. 1944. 

The author, an experienced public health administrator, has 
condensed into a brief space a complete summary of public 
health procedures. He begins with a discussion of backgrounds 
and associations of hygiene and public health, including a swift 
historical review. He then discusses vital statistics and the 
importance of record keeping in public health procedure. This 
is followed by an explanation of the organization and adminis- 
tration of public health units of various kinds, including sugges- 
tions as to appropriate salaries for various positions. Brief 
mention is made of the voluntary health association. Next 
follows a chapter on the handling of the acute communicable 
diseases. Tuberculosis is given extensive consideration in a 
separate chapter, as are the venereal diseases. Then follows 
material on sanitation and, in the order named, industrial 
hygiene, individual hygiene, child bearing and public health, 
infancy and childhood, school health service, “certain noncom- 
municable diseases,” namely cancer, heart disease, mental dis- 
eases and diabetes, and a closing chapter on medical care. 

The book is clear, concise and packed with information. It 
should be serviceable as a desk manual for health officers and 
their administrative personnel, in the teaching of public health, 
and for the school administrator. Practicing physicians who 
will be brought increasingly in contact with public health pro- 
cedures will find this book excellent to give them an understand- 
ing of the administrative point of view in public health. 

The chapter on medical care is reminiscent of the Shake- 
spearean curse “on both your houses.” The author begins with 
a summary of the situation, for which he relies largely on the 
publications of the Committee on the Costs of Medical Care and 
the National Health Survey by the U. S. Public Health Service 
and other government sources; to these statistics many physi- 
cians have taken serious exception. Coming to the question of 
the private practice system of medical care, he pays tribute to 
it as a system of practice which “safeguards individual liberty, 
permits competition, free enterprise and freedom of choice in 
their most desirable forms. There can be no doubt that 
for certain elements of the population in the United States this 
system has produced as fine medical care as anywhere in the 
world. Those who have benefited most by it are the fairly well 
to do and the rather completely poor. 
middle and the lower income brackets who have failed to benefit 
from this system of private medical practice.” Those who would 
change the system are described somewhat caustically;: “On 
the one extreme there is thrown into the argument the fervor 
of the reformer who burns with a zeal for betterment of those 
he considers underprivileged. He is the kind of per- 
son who bleeds vicariously for humanity and hurls terms like 
bourbon, tory and fascist at all who oppose him. . . . Not 
infrequently this type of person is a quite objectionable fellow.” 
The author, however, is no kinder to the defenders of the present 
system of medical care: “On the other extreme . . is the 
typical weil fed, rather sleekly tailored specialist who by the 
tradition of his profession is more or less honor bound to defend 
the private practice of medicine as it is. He never sees the 
economically distressed except in an orderly hospital ward or 
in the white cleanliness of the operating room; and so far as he 
is concerned medical care of a high order is freely and amply 
available to all.” There is more to beth descriptions, but these 
excerpts will suffice. The author adds that “in all fairness it 
should be noted that each is sincere in his attitude. Fortunately, 
they are not indices of the public on the one hand or of physi- 
cians on the other; . they are the most vocal and to 
that extent appear as representative of their respective groups.” 
The author's own attitude seems to be summed up in the state- 
ment “It is apparent that some sort of public medical service 
will, in the future, be developed. A contribution would be made 
if more level headed persons, representing physicians on the one 
hand and the public on the other, made themselves heard, to the 
exclusion of bitter and emotional voices.” 
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Handbook of Chemistry: A Reference Volume for All Requiring Ready 


Access to Chemical and Physical Data Used in Laboratory Work and 
Manufacturing. Compiled and Edited by Norbert Adolph Lange, Ph.D., 
Assisted by Gordon M. Forker, B.S. With an Appendix of Mathematical 
Tables and Formulas compiled by Richard Stevens Burington, Ph.D., 
Associate Professor of Mathematics at Case School of Applied Science, 
Cleveland, Ohio. Fifth edition. Cloth. Price, $6. Pp, 1777; 271. 
Sandusky, Ohio: Handbook Publishers, Inc., 1944. 

This is a handbook, as the title indicates, prepared with the 
assistance of various collaborators. The editor many years ago 
earned the confidence and respect of his profession and of those 
who require ready access to the chemical and physical data used 
in laboratory work and manufacturing. Several tables which 
appear in this edition for the first time have necessitated an 
increase in the number of pages. They are Periodic Table 
(Deming); Flammable Liquids ; Flame Temperatures; Plastics ; 
Fluorescence of Chemicals, Minerals and Gems; and Water for 
Industrial Use. Their contents will be welcomed by those 
engaged in that particular field. Many of the tables occurring 
in previous editions have been completely revised and brought 
up to date, thereby increasing the size of the volume. Previous 
books have proved to be of value not only to the chemists and 
chemical engineers working in manufacturing plants but to those 
employed in clinical and pharmaceutical laboratories as well. It 
is believed that this edition, with so many revisions of the 
various subjects and the additions of new data, will prove to be 
of greater value as a rcference volume. The present volume is 
well compiled and printed on good paper. It is worthy of 
recommendation and should be on every scientific worker's desk 
or at least handy for consultation. 


Practical Neurological Diagnosis with Special Reference to the Problems 
of Neurosurgery. By R. Glen Spurling, M.D., Clinical Professor of 
Surgery (Neurosurgery), University of Louisville School of Medicine, 
Louisville, Ky. (On Leave of Absence), Third edition, Cloth. Price, 
$4. Pp. 237, with 100 illustrations. Springfield, Mlinois, & Baltimore: 
Charles C Thomas, 1944. 

In this edition of the compend on neurologic diagnosis there 
are three parts: The first discusses and describes the neuro- 
logic examination; this is done acceptably. The second part 
takes up the spinal fluid and is clearly and ably written. The 
third part discusses roentgen diagnosis in neurologic diseases. 
It includes plain films and ventriculographic studies of . the 
skull as well as plain films of the spinal column. There are 
remarks about lipiodol, thorotrast and air visualization of the 
spinal subarachnoid space. The book.is up to date and is 
highly recommended to medical students, general practitioners 
and men in the armed forces. 


Endecrine Man: A Study in the Surgery of Sex. By L. R. Broster, 
O.B.E., D.M., M.Ch., Surgeon, Charing Cross Hospital, London. With a 
foreword by Sir Peter Chalmers Mitchell, C.B.E., D.Se., F.R.S. Cloth. 
Price, 12s. 6d. Py. 144. New York: Grune & Stratton Inec.; London: 
William Heinemann, Ltd., 1944 

This scholarly and well written book is divided into eleven 
chapters devoted to cell evolution in relation to instinct, instinct, 
heredity, evolution of species, physiology of the autonomic ner- 
vous system, the diencephalon, the functional evolution of the 
endocrine system, the endocrine system, the adrenogenital syn- 
drome, symbiosis and parasitism, and the nature of man. The 
discussion of the adrenogenital system holds great interest for 
the clinician. It recounts in an interesting way the good team- 
work done by Broster and his co-workers in the study of this 
problem. Aside from this chapter the book has no great interest 
for the man in private practice. 


A Bibliography of Aviation Medicine Supplement. 
Hoff, Ebbe Curtis Hoff, and John Farquhar Fulton. Publication No. 9, 
Historical Library, Yale Medical Library. Published by the Committee 
on Aviation Medicine, Division of Medical Sciences. National Research 
Council, Acting for the Committee on Medical Research, Office of Scientific 
Research and Development, Washington, D. C. Cloth. Prive, $2.50. 
Pp. 109. Springfield, 1.: Charles C Thomas, 1941. 


By Phebe Margaret 


A Bibliography of Aviation Medicine appeared two years ago. 
This supplement has become necessary because of the phenome- 
nal growth of medical literature on aviation medicine. A new 
subheading has been added on rehabilitation; otherwise the 
classification, arrangement and style follow the conventions 
observed in the original bibliography, with some minor changes 
and rather less subdivision. There are fewer historical items, 
and the section on special psychology has not been subdivided. 
This is a most useful addition to the bibliography in the field. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


VALUE OF ELECTROENCEPHALOGRAM IN _ EPILEPSY 
To the Editor:—What is the value of an electroencephalogram in the diag- 
nosis of epilepsy? With res to grand mal, what percentage of patients 
show diagnostic recordings between attacks? When attacks are rare and 
diagnosis is in doubt, what is the actual value of a “normal” 
encephalogram? M.D., New York. 


ANswer.—More than most laboratory procedures, the value 
of the electroencephalogram rests on dependable apparatus and 
on experienced interpretation of the tracings obtained. Under 
these conditions the electroencephalogram in most cases of epi- 
lepsy gives more pertinent information than all other laboratory 
procedures combined. The technic is most useful in confirming 
a diagnosis of epilepsy made on clinical grounds and in judging 
the type and severity of the accompanying cerebral dysrhythmia. 
Records made during a seizure are practically always abnormal 
and distinctive for the type of seizure which the patient is 
experiencing—grand mal, petit mal or psychomotor. Of tracings 
made between seizures, only one form can be considered diag- 
nostic: the three per second alternate dart and smooth dome of 
petit mal (pyknoepilepsy). In a resting period bursts of high 
voltage fast waves such as are uniformly encountered during a 
grand mal seizure are found in only 1 per cent of patients with 
a history of grand mal only. Discharges of high voltage slow 
waves occur in 42 per cent of patients having a history of 
psychomotor seizures only, and the alternate dart and dome 
formation in 85 per cent of those having petit mal only. In the 
latter group, however, because of the frequency of petit mal, 
many of these records are made during a seizure. Approxi- 
mately 15 per cent of patients with a clinical diagnosis of 
epilepsy have a normal electroencephalogram during a fifteen 
minute recording. This proportion is higher in patients whose 
seizures are rare. The presence of a normal electroencephalo- 
gram does not exclude a diagnosis of epilepsy any more than a 
single normal electrocardiogram excludes a diagnosis of heart 
disease or of paroxysmal disturbances such as extrasystoles or 
paroxysmal tachycardia. 

eference 
Gibbs, F. As and Lenn 


Gibbs, E: L., G.: Electroencephalo- 
raphic oS ee of epilep eptic patients, and control subject, Arch, 
& Psychiat. 50: 111 (Aug.) 1943 


NERVE TRAUMATIZATION IN TREATMENT OF 


POLIOMYELITIS 

To the Editor:—A recent article in Time referred to the treatment of polio- 
myelitis by crushing the nerve above the point of muscular wasting. This 
form of treatment has been suggested by Lieut. Comdr. Ellsworth 
Billig Jr. (MC) and a physiologist, Anthonie Van Harreveld of the California 
Institute of Technology. According to the report, this procedure of nerve 
crushing can now done bloodiessly with an air driven rivet gun, and 
the Time article sgid that it has been performed on 500 patients in 
Los Angeles and 40 in Philadelphia with remarkably good results. A friend 
of mine who has a paralyzed son has asked me to find out the value of 
this treatment. The boy in question has been paralyzed in the right leg 
for a number of years. Thomas M. Adams, M.D., Montezuma, Ga. 


Answer.—The benefits to be derived from the operation 
described by Lieutenant Commander Billig, consisting in crush- 
ing a nerve above the point of muscular wasting in patients 
who have suffered from infantile paralysis, are not yet suf- 
ficiently proved for the procedure to be accepted by men who 
have had the greatest experience with the problem of paralysis 
following anterior poliomyelitis. The recently suggested pro- 
cedure of traumatizing the nerve with an air driven rivet gun 
will require much more controlled study before it can be recom- 
mended, Trauma of any kind will produce varying degrees of 
hyperemia. Hyperemia is a reaction of repair. Such a reaction 
may be of some benefit in stimulating recovery of tissues which 
have been injured. o procedure carried out on peripheral 
nerves or other peripheral tissues can be of any value in 
regenerating or restoring destroyed anterior horn cells. The 
major pathologic change in paralysis from poliomyelitis consists 
in the damage to these anterior horn cells. For that reason, in 
most cases at least, the approach to the problem is from the 
wrong direction when treatment is given to peripheral nerves. 
This treatment would be of doubtful value to the boy with 
1 ys: doy in the right leg which had been present for a number 
of years 


> Ae 
MINOR NOTES 
ENDEMIC GASTROINTESTINAL INFECTION 

To the Editor:—For three years, especially the past summer, | have had 

patients of all ages over a year report severe epigastric pain high in the 

, abdomen, generally centra! although it may be to right or left or both 

sides. The pain may be accompanied by nausea and vomiting, diarrhea 

or loss of appetite. Distress foliows food, cold drinks and laxatives; 

stooping and activity make it worse. Relief is obtained from intravenous 

feeding, rest and heat. The temperature is normal, the pulse rate 60 to 

1a unless there is vomiting, and the white blood cell count is gencrolly 

low (3,400 to 6,600). The urine is normal. There is no tenderness of 

the gallbladder nor pain in the back, as in pancreatitis. One child who 

had fecaliths in the appendix showed ged mesenteric glands. This 

condition may last four to six weeks and incapacitate the patient; there 
is a severe depression following the illness. 

C. C. Hall, M.D., Maynard, lowa. 


ANswer.—The symptoms and findings presented are not suf- 
ficient to permit an accurate diagnosis without further investi- 
gative procedures. The recurrence of similar symptoms for 
three summers and their occurrence in patients of all ages indi- 
cate an endemic infection of some sort. The common conditions 
to be considered are several: The symptoms are suggestive of 
an infection due to one of the Salmonella group of organisms. 
Culture of the patients’ stools should be made; in the usual types 
of bacillary dysentery the diarrhea is more prominent and the 
leukocyte count higher than in the description given. The 
chronicity of the symptoms, low leukocyte count and pronounced 
depression are seen in undulant fever: the organisms may he 
found on culture; agglutination tests usually become positive 
after the first week of the disease. Mesenteric lymphadenitis 
suggested by the observation of enlarged glands in the 1 case 
is not an entity but the manifestation of an intestinal infection. 
Careful bacteriologic study of the cases described is indicated. 


TREATMENT OF PERIAPICAL INFECTIONS 

To the Editor:—What is the consensus regarding treatment of apical abscess 
of teeth with sulfonamides, penicillin or other drugs versus extraction? 
In this particular case, the abscess is well determined by x-ray, seems 
to be 3g inch in diameter, is well capsulated and is draining externally 
through a fistula of the gum. This condition has been present for 
approximately a year and seems to cause no discomfort except an occasional 
headache. The patient is willing to undergo treatment by drugs over an 
extended period if there is a fair chance of 


Walter E. Kramer, M. o., Chillicothe, Ohio. 


Answer.—Periapical infections arise as a result of dental 
infections within the root canal, and therefore the removal of 
the original source of infection is indicated. This may be done 
by proper root canal therapy or the extraction of the tooth. If 
root canal therapy fails, the tooth must be extracted, Chemo- 
therapy may hold in check the tendency for serious bacteremia, 
but there is no evidence to indicate that such therapy is able to 
remove foci of infection. 

A chronic infection as described is not painful, particularly 
when there is drainage through a sinus in the gum tissue. 
Studies have been re rted on the direct application of the 
sulfonamides to infections in the teeth and periapical tissues. 
The consensus is that they are not as effective as the treatment 
dentists usually employ for these conditions. The use of penicil- 
lin is under ge but reports are too meager to permit con- 
clusions. One thing is certain—chemotherapy will not cause 
spontaneous resolution of the abscess. If the latter is allowed to 
remain, it may extend to infect adjacent structures or even result 
in a local osteomyelitis. 


MIGRAINE OR EPILEPSY 

To the Editor:—A patient now past 60 at the age of 40 started having 
attacks without premonitory aura, during which his pupils dilated, partial 
blindness occurred and, according to his daughter, his eyes got ‘‘glassy.” 
has had no convulsions. Since the first attack he has had mony 
others of varying degrees of severity. With the mild cases he has only 
impairment of vision, but with the severe ones he is disoriented; the 
attacks last from fifteen to forty minutes. Sometimes there will be 
intervals of freedom for several months, while at other times he will 
have two attacks in a half day. Headache invariably follows, sometimes 
attended with nausea; and a few times he has vomited and the headaches 
have lasted twenty-four to thirty-six hours. Is this petit mal, or is it 

migraine, or is it a combination of the two? M.D., Texas. 


ANSWER.—It is not petit mal (pyknolepsy); the retention of 
consciousness is against the diagnosis of any type of epilepsy. 
The evidence submitted favors migraine. This diagnosis is 
more likely if the partial blindness consists of scotoma or 
hemianopsia, if the headache which invariably follows is one 
sided, if there is a family history of migraine, if attacks are 
relieved by subcutaneous injection of ergotamine tartrate and if 
the electroencephalogram is normal. The age of onset is rather 
late for migraine, and disturbances in mental processes to the 
extent of disorientation are unusual. Possibly the usual physio- 
logic cerebral vascular phenomena of migraine are complicated 
by vascular changes. 
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